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PERSIAN GULF WAR ILLNESSES 


TUESDAY, FEBRUARY H, 1997 

House of Representatives, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The committee met, pursuant to call, at 1 p.m., in room 334, 
Cannon House Office Building, Hon. Bob Stump (chairman of the 
committee), presiding. 

Present: Represent^atives Stump, Smith of New Jersey, Bilirakis, 
Everett, Quinn, Bachus, Steams, Moran, Cooksey, Hutchinson, 
Chenoweth, Evans, Kennedy, Filner, Gutierrez, Bishop, Mascara, 
Peterson, Reyes, and Snyder. 

OPENING STATEMENT OF CHAIRMAN STUMP 

The Chairman. The meeting will please come to order. Let me 
say before we start today that we have urged all members not to 
take their time in offering a 5-minute opening remark. If you do 
have a statement you wovud like to make, please do so at the time 
you ask questions. 

We’ll allow that at the end of each panel. But we will abide by 
the 5-minute rule. We have a very, very long agenda, and I know 
that there’s a big dinner tonight at the that most people 

would like to attend. 

Today’s hearing on health concerns of Persian Gulf veterans is 
our 11th such hearing and far from our last on this subject. We 
won’t get all the answers or resolve all the issues today, but we will 
follow these issues wherever it takes us. If additional legislation is 
needed, we will take it up and move it very swiftly. 

This afternoon we will hear testimony from scientists, govern- 
ment officials, and spokesmen for our veterans’ organizations. Tes- 
timony from individual veterans will also remind us of the impor- 
tance of providing empathetic care, timely benefits, and ultimately, 
real answers. 

Finding answers has been slow and elusive. Hopefully these 
hearings will help us understand the limitations as well as impor- 
tance to these issues of scientific inquiry. 

Concerns regarding Persian Gulf veterans’ illnesses have sparked 
many theories regarding both cause and cure. We will not help our 
veterans, however, by substituting our own judgment for that of 
the experts in determining the most fruitful avenues for further re- 
search. And we must not let our frustrations regarding the search 
for answers overtake our responsibility for judicious decisionmak- 
ing. 


( 1 ) 
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In that regard, the Presidential Advisory Committee on Gulf War 
veterans’ illnesses has accomplished important work, as has the In- 
stitute of Medicine. I hope the work of these expert panels will help 
us agree on where we go from here. 

At this time I’m happy to recognize the ranking member. Lane 
Evans. 


OPENING STATEMENT OF HON. LANE EVANS 

Mr. Evans. Thank you, Mr. Chairman. I appreciate you holding 
the hearing today. We have some important witnesses before us. So 
I’ll keep my remarks very short. 

I commend President Clinton for establishing the advisory com- 
mittee and its members and staff for all the important services 
they have provided to our country. By all accounts, their work has 
been thorough, competent, effective, and candid. I hope future gov- 
ernment advisory committees will conduct the people’s business in 
the same manner in carrying out their mandate as well. 

Mr. Chairman, I anticipate some members of the Committee may 
have additional questions for some of the witnesses following the 
conclusion of this hearing. I request all members be given the op- 
portunity to submit questions in writing to witnesses and those 
questions and their responses to them would be included in todays 
hearing record. 

The Chairman. Without objection and also encouraged. 

Mr. Evans. I appreciate your holding the hearing, Mr. Chairman. 
Thank you. 

The Chairman. Thank you, Lane. 

Our first panel today will be Major Marguerite Knox, a member 
of the Presidential Advisory Committee on Gulf War Illnesses who 
also served during the Gulf War; and Dr. Russell, a member of the 
Institute of Medicine Committee which reviewed these issues. 
Major Kiiox, if you’d like to lead off? 

And let me say to the members we are not discriminating against 
the members. We’d also ask the witnesses to try to hold their re- 
marks to 5 minutes, please, each, if you would. Ms. Knox. 

Ms. Knox. Good afternoon. How are you all? 

STATEMENTS OF MAJ. MARGUERITE KNOX, PRESIDENTIAL 
ADVISORY COMMITTEE ON GULF WAR VETERANS’ ILL- 
NESSES, ACCOMPANIED BY HOLLY L. GWIN, DEPUTY DIREC- 
TOR/COUNSEL, AND MARK A. BROWN, PH.D., SENIOR POLICY 
ANALYST; AND DR. PHILIP K. RUSSELL, PROFESSOR OF 
INTERNATIONAL HEALTH, SCHOOL OF HYGIENE AND PUB- 
LIC HEALTH, JOHNS HOPKINS UNIVERSITY, AND MEMBER, 
PRESIDENTIAL ADVISORY COMMITTEE ON GULF WAR VET- 
ERANS’ ILLNESSES 

STATEMENT OF MARGUERITE KNOX 

Ms. Knox. Mr. Chairman, members of the Committee, thank you 
for this opportunity to appear before you today. We have submitted 
written testimony for the record. As you requested, I will now sum- 
marize this material. 

First, there should be no question that the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses recognizes that many 
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veterans are experiencing medical problems connected to their 
service in the Gulf. 

In the near term, the Government needs to fine-tune some spe- 
cific efforts in follow-up clinical care and risk communication. Over- 
all, the advisory committee found that the Government had learned 
some lessons from our experience with Vietnam in responding to 
the range of health-related problems experienced by Gulf War 
veterans. 

Regarding research, the committee found that the current re- 
search portfolio is for the most part appropriately balanced. Clear- 
ly, the broad array of ongoing studies will improve our understand- 
ing of Gulf War veterans’ illnesses. 

To close the gaps in the current knowledge base, we rec- 
ommended additional research in three specific areas: number one, 
on the long-term health effects of low-level exposures to chemical 
warfare agents; number two, on the synergistic effects of 
pyridostigmine bromide with other Gulf War risk factors; and, 
number three, on the body’s physical response to stress. 

In addition, the committee noted the importance of continuing to 
ensure that resources are devoted to mortality studies since some 
health effects, such as cancer, would not be expected to appear 
until a decade or more after the end of the Gulf War. 

In reviewing the data available for our December 1996 report, 
the advisory committee was able to reach some conclusions about 
the nature of Gulf War veterans’ illnesses. In this regard, we have 
three findings as well. 

First, as I noted earlier, many veterans have illnesses connected 
to their service in the Gulf. 

Next, the committee conducted a comprehensive review based on 
results subjected to peer review of the health effects of pesticides, 
chemical warfare agents, biological warfare agents, vaccines, 
pyridostigmine bromide, infectious illnesses, and depleted uranium, 
oil well fire/smoke, and petroleum products. Current scientific evi- 
dence does not support a causal link between the symptoms and ill- 
nesses that veterans report today and exposures to any environ- 
mental risk factor of the commonly suspected Gulf War hazards 
that we assessed. 

And, finally, stress which is known to affect the brain, the im- 
mune system, cardiovascular system, and various hormonal re- 
sponses is likely to be an important contributing factor to Gulf War 
veterans’ illnesses. 

As I just noted, prudence requires further research in this area 
as well as on the synergistic effects of PB and long-term health ef- 
fects of low-level exposure to chemical warfare agents. 

As you know, the advisory committee had one significant caveat 
about the Government’s performance related to Gulf War veterans’ 
health concerns. We took strong issue with the Department of De- 
fense’s efforts to assess possible exposures of U.S. troops to chemi- 
cal warfare agents in the Gulf An atmosphere of government mis- 
trust now surrounds every aspect of Gulf War veterans’ illnesses 
because of DOD’s mishandling of this issue. This atmosphere of 
mistrust is regrettable. 

Our investigation of DOD’s efforts in this area led us to conclude 
the department’s early efforts were superficial and lacked credibil- 
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ity. We found substantial evidence of site-specific low-level expo- 
sures to chemical warfare agents. Moreover, we found DOD’s inves- 
tigations had been superficial and were unlikely to provide credible 
answers to veteran’s and public’s questions. 

The advisory committee also noted that DOD’s failure to seri- 
ously investigate these issues also adversely affected decisions re- 
lated to funding research and to possible health effects of low-level 
exposures to chemical warfare agents. DOD’s intransigence in re- 
fusing to fund such research until late last year has done veterans 
and the public a disservice. 

Before concluding my oral remarks, I do want to mention that 
during the course of the advisory committee’s deliberations on Gulf 
War veterans’ illnesses, we judged that the Government could do 
a better job in the future of avoiding post-conflict health concerns. 
Thus, we made several recommendations to address the need for 
better communication, better data collection, and better services. 

I would be happy to discuss these recommendations in greater 
detail should you have questions, but I especially want to note a 
strong need to improve data collection and handling. The Govern- 
ment has a significant amount of ground to recover with Gulf War 
veterans and the American public because they have come to ques- 
tion whether a lack of data — for example, on the possible expo- 
sures, on the pre- and post-deployment health of veterans, or on 
the location of troops in theatre — actually indicates a lack of com- 
mitment to veterans’ health. 

Mr. Chairman and members of the Committee, the Nation has 
just begun to pay its debt to Gulf War veterans in many important 
ways. It is essential now to move swiftly toward resolving their 
principal remaining concerns. 

Thank you again for the opportunity to review the committee’s 
work with you. I or committee staff members Holly Gwin or Mark 
Brown would be happy to answer questions about our work. 

On a personal note, however, I would like to add that I hope 
DOD and VA will respond quickly and compassionately and sin- 
cerely in providing the state-of-the-art health care that any veteran 
seeks in any institution within DOD and VA. Veterans need timely 
health care and timely receipt of benefits and compensation. I am 
pleased that the President supported Secretary Brown’s reexamina- 
tion of the presumptive period for undiagnosed illnesses. And I 
hope this review will be completed as soon as possible. 

Finally, to quote fellow committee member Dr. Philip Landrigan 
in his recent editorial in the Journal of American Medical Associa- 
tion, he states, “Despite the limitations of current epidemiological 
studies and clinical investigations and regardless of the unan- 
swered questions surrounding the hazards of potential exposures 
during the Persian Gulf War, these veterans wiU need all the re- 
sources and all of the care that they are owed by this Nation that 
they have so generously and gallantly served.” 

TTiank you. Well be glad to address any questions. 

[The prepared statement of Major Knox appears on p. 316.] 

The Chairman. Thank you. Major Knox. 

Now well hear from Dr. Russell, who was a committee member 
on the committee to review the health consequence of service dur- 
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ing the Persian Gulf War for the Institute of Medicine. Is that cor- 
rect, Doctor? 


STATEMENT OF DR. PHILIP K. RUSSELL 

Dr. Russell. Mr. Chairman, members of the Committee, thank 
you for the opportunity to discuss some aspects of the health prob- 
lems faced by veterans of Desert Shield and Desert Storm. I’m here 
in place of Dr. John Bailar, the chair of the lOM Committee to re- 
view the health consequences of service during the Persian Gulf 
War. 

Dr. Bailar’s formal statement has been submitted earlier, and I 
fully support his statement and am very happy to speak on behalf 
of the committee and answer questions about the statement. 

The charge to our committee was to assess the actions taken by 
the Secretary of Veterans Affedrs and the Secretary of Defense to 
collect and maintain information and generate databases useful for 
addressing the health consequences of service in the Gulf. 

Another charge was to recommend means to improve collection 
and maintenance of relevant information and to determine whether 
there is a sound basis for epidemiologic studies of the health con- 
sequences of service in the Gulf and make recommendations re- 
garding the studies. 

Our committee met 16 times over a period of 3 years and re- 
ceived information from a wide variety of sources, including veter- 
ans, physicians, epidemiologists, research scientists, and military 
experts. 

Forty-five recommendations fi:om our committee are contained in 
the two published reports. Our recommendations emphasize the ur- 
gent need for improved medical record systems and compatible 
medical databases in the armed services and the Department of 
Veterans Affairs. 

We made a series of recommendations directed at improving on- 
going research programs, and we emphasized the need for addi- 
tional efforts in several areas, including stress management in 
militaity operations, stress-related disorders, excess accident mor- 
tality in veterans, and longitudinal studies of veterans’ health and 
causes of morbidity and mortality. 

We made several recommendations aimed at improving the capa- 
bility of the armed forces to relate experiences and potential envi- 
ronmental exposures during deployment to medical outcomes. 

We supported the continuation of ongoing epidemiologic and 
toxicologic research, including studies of the long-term effects of 
chemical warfare agents. 

In the course of our studies, we reviewed information in 14 dif- 
ferent hypotheses, which have been put forward as possible expla- 
nations for illnesses in veterans of the Gulf War or causes of the 
Gulf War Syndrome. 

We found no convincing evidence to support any of the proposed 
explanations. Our committee found no convincing evidence for a de- 
finable or unique new medical condition among Gulf War veterans 
and no direct evidence for environmental exposures causing ad- 
verse physical or physiologic consequences. 

More recent information regarding potential exposures to chemi- 
cal weapons from destruction of captured munitions raises ques- 



6 


tions about documenting exposure and defines a population deserv- 
ing further study. However, it does not alter our conclusions or rec- 
ommendations. Our conclusions and recommendations were based 
on an assumption that low-level exposure was a possibility that 
had not been excluded and may never be adequately determined. 

The Presidential Advisory Committee on Gulf War Illnesses ad- 
dressed several of the same issues as the Institute of Medicine 
committee. In those areas, there’s almost complete agreement. Dif- 
ferences are really very minor and a matter of emphasis and per- 
spective, matter of tone. 

Both committees recognized the profound impact that service in 
the Gulf War had on the health of the deployed military popu- 
lation. Although battle injuries and infectious disease casualties 
were low, stress-related illnesses and ill-defined symptoms and 
s 5 Tnptom complexes has created a serious disease burden. 

Access to care problems and adverse determinations regarding 
service-connected illnesses created serious social and medical con- 
sequences as well as confounding early epidemiologic consequences. 

Both committees as well as earlier groups which addressed the 
problem came to the same conclusion regarding the lack of convinc- 
ing evidence for a causative role for the suspected environmental 
toxins, oil fire/smoke, petroleum products, depleted uranium, chem- 
ical and biologic weapons, vaccines, medications, repellents, and in- 
secticides. 

In closing, let me say that I have become very doubtful that after 
almost 6 years of intense study, investigation, and debate, we will 
ever come to a conclusion about the existence of Gulf War Syn- 
drome or that we will ever find convincing evidence of long-term 
health effects resulting from exposure to a specific causative agent 
or combination of agents. There are still very important areas for 
additional study and research, but I have very little optimism that 
we will find definitive answers or agree on the answers. 

The most important actions in my view are in the areas of assur- 
ing optimal medical care and support for this group of veterans and 
for veterans of future conflicts. We should give high priority to de- 
veloping epidemiologically sound medical record systems and accu- 
rate deployment records. We should strengthen the capability of 
the armed forces to rapidly and thoroughly investigate all medical 
problems related to future deployment. 

Thank you very much for the opportunity to be here. 

[The statement of Dr. John Bailar appears on p. 322.] 

The Chairman. Thank you. Doctor. 

I have one quick question of either of you or maybe both. A re- 
port suggesting that Persian Gulf veterans’ family members have 
been getting sick and that their offspring have had birth defects 
has been alarming. Does the available research offer any reassur- 
ance on this? Would either of you care to? 

Dr. Russell. The studies that were available to our committee 
were in early stages of their producing results, but the data that 
we saw did not indicate any excess problems of birth defects within 
the population. There are ongoing studies that will continue to ad- 
dress this. 

The Chairman. Thank you. 
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Ms. Knox. Our conclusion was essentially the same about both 
of those. 

The Chairman. Thank you. Mr. Evans. 

Mr. Evans. Thank you, Mr. Chairman. 

I’d like to ask the panel about stress. Stress has been cited re- 
peatedly as a possible factor in the continuing health problems of 
our Persian Gulf veterans. Is stress considered a leading cause be- 
cause knowledge of other possible causes is lacking? 

Ms. Knox. I don’t think that’s so at all. I think that stress is 
definitely a contributing factor to anybody who participates in war. 
And, having been there, it’s a very stressful environment. Just like 
we know that many people have hypertension due to stress-related 
complications in their lives, stress can cause, may not be the only 
cause, but it’s a contributing factor to certain disease processes. 

Do you want to add something? 

Dr. Russell. Stress casualties are an expected outcome of war. 
They have been since we have been keeping medical records of cas- 
ualties during wartime. 

The Gulf War was a very stressful war, and it wasn’t a short war 
for most of the deployed troops. They were there for many months. 
The stress levels were very high on a continuous basis. And it was 
expected that we would have stress casualties from that kind of an 
operation. Management of stress is a continued, ongoing problem 
for military leadership and military medical support. 

I think we were led to underestimate the impact of stress be- 
cause the casualties due to hostile fire were low, the casualties due 
to infectious diseases were unexpectedly low. But the stress casual- 
ties were not mitigated. 

Mr. Evans. What could the military do to best reduce stress 
symptoms in the future? 

Dr. Russell. It’s a complex problem. Some of the best ways of 
reducing stress are to prepare the troops for the environment and 
the hazards they have to face. Leadership is incredibly important. 
Unit cohesion is incredibly important in avoiding stress casualties. 
The better leadership, the better trained the organization, the 
lower the stress casualties. 

Mr. Evans. All right. Thank you, Mr. Chairman. 

The Chairman. Thank you. Lane. 

The gentleman from Alabama, Mr. Everett. 

Mr. Everett. Thank you, Mr. Chairman. 

Major Knox and Dr. Russell, our veterans seem to be asking two 
questions, basically, “What caused me to get sick?” and “How can 
I be cured?” Are these two separate research areas? 

Dr. Russell. I would say so, yes, sir. The search for etiology may 
involve the toxicology, epidemiology, may involve other disciplines. 
Treatment of illness may involve dealing with the patients’ total 
problems and medical management. They are two entirely different 
problems. 

Mr. Everett. I notice from the testimony submitted that a lot of 
research is indicated. How are we going to ensure that the research 
and what happened do not interfere with us treating our veterans 
and trying to get a cure to them or can we do that? And how long 
are we talking about here? 
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Ms. Knox. You know, it may be impossible to ever find a cure 
since veterans were exposed to so many different risk factors dur- 
ing the Gulf War. Just finding out about low-level chemical expo- 
sure is 5 years after the fact, so research has been delayed. So until 
that time, legislation will have to approve recommendations for 
veterans to get the care that they deserve in the VA. 

Mr. Everett. I’m sorry. Major Knox. Did you want to add some- 
thing else? 

Ms. Knox. I’m going to let Holly Gwin add to that. 

Ms. Gwin. One thing that the committee found is that neither 
DOD nor VA is waiting until we know the precise cause or a par- 
ticular cure for undiagnosed illness before the/re treating the vet- 
erans. There are extensive clinical programs in place to diagnose 
and to treat veterans who complain of sjonptoms related to the 
Gulf War. 

Mr. Everett. Dr. Russell, speaking of the 4-year delay, what loss 
has that caused us in the ability to find out exactly what hap- 
pened? 

Dr. Russell. I think the problem is not the delay. It’s that we’ve 
been at it for so many years and have exhausted — ^we’ve intensively 
investigated multiple proposed hypotheses. And each one of them 
proved not to have sufficient evidence to be a convincing candidate 
for suspect etiology. 

I think also as time goes on, the ability to relate S 3 Tnptoms and 
illness to something in the remote past becomes more and more dif- 
ficult from a medical and epidemiologic basis. 

Mr. Everett. Could you say that DOD’s inaction for 4 years on 
this and not allowing funding to go through at the level that it 
should have has caused any effect on it? 

Dr. Russell. We probably did not start early enough and vigor- 
ously enough with our epidemiologic investigations. Yes, sir. 

Mr. Everett. Let me ask you a final question, please. Dr. 
Bailar’s testimony raises a question of whether the frequency of di- 
minished symptoms in some very serious diseases is higher for 
Gulf War veterans and their non-deployed coimterparts. Have you 
found any evidence of an increase of such frequency? 

Dr. Russell. I haven’t. I’ve reviewed the same data that Dr. 
Bailar has. And there is evidence of increased illnesses of several 
types among Gulf War veterans compared to their colleagues that 
did not deploy. There’s evidence of increased mortality due to auto- 
mobile accidents. 

That still doesn’t help us very much in determining exactly what 
the cause of these illnesses is. 

Mr. Everett. Thank you. Thank you, Mr. Chairman. 

The Chairman. Thank you. 

The gentleman from California, Mr. Filner. 

OPEND^G STATEMENT OF HON. BOB FH.NER 

Mr. Filner. Thank you, Mr. Chairman. And thank you for hold- 
ing these hearings. 

I appreciate, Major Knox, your comments. I, too, was disturbed 
at some of the early reactions, the defensiveness of the Defense De- 
partment. I guess Defense Department doesn’t mean you have to 
be defensive on these kinds of issues and on administration and re- 
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luctance to admit either error or wrongdoing or even ignorance, 
which is part of our condition and seemingly to focus on, “Well, 
since we can’t pinpoint an exact cause, therefore, there is no re- 
sponsibility here.” I found those statements very disconcerting, as 
I think you indicated. 

And, of course, now I think, as most of the questions preceding 
me I think were pointing to, that, regardless of whether we have 
that answer, it is our responsibility to assure that the health care 
is provided and also compensation to those individuals whose 
health problems are associated with this service. 

Obviously we have to continue that research, but I don’t think 
we should wait for all this complex science involved with this to 
come forward with a national responsibility toward our fighting 
men and women in the Persian Gulf. So I don’t think they can wait 
any longer. We have to accept that responsibility and move for- 
ward, even if we never find a, quote, “exact” cause. 

I’m still disturbed by people who seem to think that that’s what 
this issue is all about since they can’t find the one or because they 
can’t find anybody at fault or we didn’t do it on purpose. I mean, 
I saw General Schwartzkopf say, “Well, we didn’t do it on purpose.” 
Well, nobody ever said that that was. 

Obviously that’s not the issue here. The issue is we have thou- 
sands and thousands of people suffering. And we need to deal with 
that. 

I read with some interest another study — I think it followed 
yours — by the University of Texas. 

Ms. Knox. Right. 

Mr. Filner. Are you familiar with that one, which seemed to — 
I mean, it took away some of the concentration on stress and 
looked at other syndromes that involved brain and nerve damage 
caused by exposure? Did you look at that and is that 

Ms. Knox. You are speaking of Dr. Robert Haley’s study out of 
Southwest Texas? 

Mr. Filner. I think so, yes. 

Ms. Knox. Yes. In fact, one of our members, Philip Landrigan, 
did the editorial on that particular issue. I think that was a good 
study that Dr. Haley did. And I think more studies need to be done 
to find out what the effects of low-level chemical exposure could 
have been. 

However, his study still does not show a cause and effect rela- 
tionship. He did a multivariate statistical analysis. And he actually 
wrote three articles in that particular journal, but it still does not 
show a cause and effect on low-level chemical exposure. 

Did you want to add to that. Dr. Russell? 

Dr. Russell. Yes. I fully agree with Dr. Landrigan’s analysis of 
those studies. They were ambitious, sophisticated. 'They raised 
questions, but they had substantial epidemiologic and methodologic 
weaknesses and limitations of the study population. They raised in- 
teresting and worthy questions, but they’re not conclusive. 

One of the conclusions that was drawn in the study was that the 
neurologists and the investigators who were blinded to the subject 
whether they were cases or controls could not differentiate on the 
basis of clinical laboratory findings between the cases and the con- 
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trols. The findings were nonspecific and not sufficient to diagnose 
a known syndrome or in any subgroup. 

So it is useful research, but it doesn’t provide us with definitive 
answers. 

Ms. Knox. However, we welcome further research on that area 
because we just don’t have the answers regarding low-level chemi- 
cal exposures. 

Mr. Filner. You used a few interesting words in your opening 
statement, including “superficial” and some other ones, which I 
agreed with, as I said. Has the DOD been responsive to that cri- 
tique? I mean, have they accepted that or are they still trjdng to 
defend what they were doing? I mean, are they on a new path in 
your view that 

Ms. Knox. I think so. I think that Secretary John White was 
very sincere in his last remarks to our committee. I think the big- 
gest problem that DOD has had is in their communication. Risk 
communication has been very poor. 

I am still employed by DOD. And I would like to think that it 
acts in the best interests of our veterans. And it is a big organiza- 
tion. So there have been problems. 

Mr. Filner. Thank you. I just hope that your findings, your 
statement can get us on the path of a constructive dealing with 
some real human problems. And honesty about what we did or 
didn’t do I think has to be there because I don’t care where the 
chips fall. If we have done something wrong or something stupid 
or something out of ignorance, we need to know it. I mean, it’s in 
our national interest to be honest here and not to 

Ms. Knox. I agree. 

Mr. Filner (continuing). Hide or cover up, be defensive or super- 
ficial. I mean, that’s what national security to me means in the fu- 
ture: to be honest about what happens here. And I think your re- 
port has helped us. 

Thank you. 

The Chairman. The gentlemsm from New York, Mr. Quinn. 

OPENING STATEMENT OF HON. JACK QUINN 

Mr. Quinn. Thank you, Mr. Chairman. I want to thank you. 
Chairman, and the Ranking Member Evans for your interest in 
holding today’s hearing. I’m looking forward to this Committee be- 
coming more and more involved in this issue as we hear testimony 
today, both from this panel and other members on panels later this 
afternoon. 

I also want to thank the commission for their work in responding 
to us, not only as members of the U.S. Congress, but also as we 
try to respond to constituents back home in our states and cities 
and districts all across the country. 

Mr. Chairman, I have a statement that I would like included in 
the record for later. 

The Chairman. Without objection. 

[The prepared statement or Congressman Quinn follows:] 

Prepared statement of Hon. Jack Quinn 

Mr. Chairman, thank you for holding this important hearing on the illnesses that 
are facing some our Gulf War veterans. I congratulate the Advisory Commission on 
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their work and I am pleased they will continue their service to America’s veterans 
for several more months. 

Mr. Chairman, I approach this issue with an open mind on almost every aspect 
except the way the Department of Defense has handled the issue. 

Veterans are sick. There is no doubt about that. The issue before this committee 
is to determine how VA is now taking care of sick veterans and what VA is doing 
in terms of research and how VA is compensating veterans for their service-con- 
nected disabilities. 

The Commission makes several interesting recommendations regarding record 
keeping at DOD and VA. As Chairman of the Subcommittee on Benefits, I am very 
interested in VA and DOD standardizing medical and personnel records to ensure 
the most seamless handoff between DOD and VA possible. In addition to easing the 
data collection in cases like this, it will make VA’s job easier in all future benefts 
cases. 

Mr. Chairman, I am also concerned about how VA is handling compensation 
claims. I understand that VA is in the process of re-evaluating several thousand 
claims at this time to determine whether VA had processed the claims properly. I 
urge VA to complete the project as quickly as possible. I am also aware that Sec- 
retary Brown is considering adjusting the two year presumptive period for com- 
pensation claims. I know that he has been pressed hard by some members of the 
other body to take an immediate administrative active to lengthen the presumptive 
period and that he has stated that he needs to see the data before he takes action. 
I support that approach, and I am pleased that Secretary Brown will make his deci- 
sion based on available data, not emotional appeal. 

To determine how VA has been handling Persian Gulf compensation cases, I will 
schedule a hearing in the spring. That will allow time for VA to accumulate data 
from its re-evaluation project to give us a good picture of how veterans are being 
served. If necessary, I intend to hold an additional hearing this fall on the issue. 

Mr. Chairman, that concludes my remarks. 

Mr. Quinn. Major Knox, you talked about one of the rec- 
ommendations that the committee saw fit to include was to talk 
about better communications. And, clearly, that’s one of the things 
I think we have to work on with the Department of Defense, for 
example, when we talk about communications and asking questions 
and receiving straightforward answers and so on and so forth. 

Can you briefly state what recommendations you make in terms 
of communications, between whom and with whom and how it 
might be helpful, or are you not able to do that at this time? 

Ms. Knox. I’ll let Holly Gwin speak to that since she’s deputy 
counsel. 

Ms. Gwin. We made a number of recommendations about com- 
munication. The two most forward-looking ones have to do with — 
well, the first one is DOD and VA need to get together and develop 
a risk communication plan to explain to veterans, in advance as 
well as after the fact, to their best ability what are the risks that 
they face in a wartime situation and what are the possible health 
consequences of those risks. 

Mr. Quinn. I understand. 

Ms. Gwin. That seems to be a basic area of misunderstanding 
right now. 

Another area where we thought there needed to be vastly im- 
proved communication is in the area of drugs, investigational 
drugs, that are approved for use under an interim waiver of con- 
formed consent now available from FDA. Drugs like pyridostigmine 
bromide, although the/re approved for one use, are not approved 
for the use in which they were employed during the war. 

We figured there needed to be much better communication, not 
only to the service members about what they were taking, but a 
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broader public dialogue about whether that is an appropriate use 
of drugs in this society. 

Mr. Quinn. Thank you, Ms. Gwin. Those are both very helpful. 

Would it be possible for you to sort of get for me and for the 
Committee other areas of communication that you looked at? For 
example, is there any discussion about communication between the 
various departments and this Committee? 

Now that the event is over, we have a tough time getting some 
information sometimes. Is that area of communication addressed at 
all in the report? 

Ms. Gwin. No. 

Mr. Quinn. Then I’d to suggest to our Committee, the chairman 
and the ranking member, that maybe after today’s discussion that 
we look into that area of communication. 

My other question was for Ms. Gwin as well. You talked in an- 
swer to a previous question about some ongoing treatment that’s 
taking place right now, even though we’re not going to wait for the 
culprit or the reason. Extensive treatment ever 5 nvhere throughout 
the country? All veterans? Some veterans? Different areas? 

Ms. Gwin. The VA Persian Gulf health registry is available to 
any veteran of the Gulf War who is no longer on active duty. DOD’s 
comprehensive clinical evaluation protocol is available to all active 
duty members. These provide comprehensive diagnosis and treat- 
ment programs for veterans of the war who believe that they have 
service-connected s 3 nnptoms. 

Mr. Quinn. All across the country? 

Ms. Gwin. All across the country. There are hierarchies of care. 
There is your entrance-level exam and treatment. 

Mr. Quinn. That’s one of the problems the veterans have, the hi- 
erarchy and the bureaucracy, et cetera, not directed at you, but 
that they have experienced throughout this. And that’s what I’m 
trying to get at. 

Ms. Gwin. We did hear a lot in our public hearings from veterans 
who had experienced lots of difficulties in acquiring care, both ini- 
tially and in follow-up. 

We conducted a series of site visits in 1995 and 1996, which is 
several years after those programs were initiated. We evaluated 
those programs at the time. We looked at them as being excellent. 
That is not to deny that many people had problems with those pro- 
grams in the beginning. 

Mr. Quinn. Very well. And part of that is mentioned in the re- 
port. Thank you. I appreciate that very much. 

Dr. Russell, you talked about stress. This is probably more a 
comment than a question before I finish up. And a couple of the 
other members. Lane talked about stress and others have. I would 
just submit to the Committee and to the panel that if you think 
that stress was a factor in all of this while our veterans served, we 
ought to consider the stress they’re under now not having answers, 
not being able to access the system once in a while, and the stress 
on their families and other members of their immediate home situ- 
ations, so the stress when this whole thing happened, as you point 
out correctly. And that’s a newer problem for us. But I also want 
to point out that there’s a lot of other stress that’s going on here. 
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Lastly — I know my time is up. I have some more questions fur- 
ther, Mr. Chairman. This is housekeeping maybe for the major. We 
say that the Presidential Advisory Committee on Gulf War Ill- 
nesses has been extended through October of 1997 to oversee expo- 
sure and implementations and recommendations. 

Ms. Knox. That’s correct. 

Mr. Quinn. I am not exactly sure about the funding of that 
until — I mean, that’s only a few short, 6 or 7 months away. You’re 
funded and operating up until then? 

Ms. Knox. Yes. 

Ms. Gwin. We operate under an executive order. 

Mr. Quinn. Right. 

Ms. Gwin. The new order extending our life through October as 
far as producing work and then another 30 days for closeout was 
just issued. 

Mr. Quinn. Okay. Thanks very much. I appreciate your answers. 
Thank you, Mr. Chairman. 

The Chairman. The gentleman from Texas, Mr. Reyes, is recog- 
nized. 


OPENING STATEMENT OF HON. SILVESTRE REYES 

Mr. Reyes. Thank you, Mr. Chairman. I, too, would like to sub- 
mit a written statement for the record. 

The Chairman. Yes, sir. 

[The prepared statement of Congressman Reyes appears on p. 
313.] 

Mr. Reyes. In the interest of saving time, I represent a district 
with approximately 60,000 veterans. And there is a deep sense of 
frustration that I think speeiks to part of— as my colleague said, 
what’s interesting to the language that you used, “superficial” and 
“lacked credibility,” I think in the context of what we’re seeing 
that’s coming out in the Gulf War Syndrome ailments, I guess 
would be the best way to describe it, and the interrelation to stress, 
all of these issues I think compound the feeing and the sense of 
frustration that veterans are feeling because they feel betrayed by 
their own government. 

And, being a veteran myself, I know that combat is very stress- 
ful, but you place your trust in the leadership, in the ability of your 
commanders to provide the information to you. And part of the 
frustration that I think we’re all feeling is the fact that subsequent 
to the stonewalling that has now come out, we feel that, even now, 
it’s been a situation where it’s like pulling teeth from DOD and in 
some cases from the VA. 

I think that one question that I would like to ask, Ms. Knox, is: 
Do you believe that we will ever have accurate data on the wide 
range of exposures that our servicemen were exposed to in the Per- 
sian War? Is that something that is feasible or possible given what 
you know about 

Ms. Knox. I don’t think so. I don’t think we had enough pre-de- 
plo 5 Tnent data in order to compare post-deplo 3 TOent relationships. 
Because we didn’t collect that data prior to their service and then 
again afterwards, it’s am epidemiological nightmare. You cannot go 
back and re-create that situation. 
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And, in comparison with Vietnam, that just dealt with one agent. 
Agent Orange, we have multiple risk factors that are involved. 

Dr. Russell. I agree with that. I don’t think we’re going to he 
able to relate environmental exposure in any precise manner to ill- 
nesses. 

I might add that the stress of wartime doesn’t end when the war 
is over. The stresses of demobilization and reentry into civilian life 
can be equally as devastating as the stress of combat. 

If you add to that a lack of realization of the relationship be- 
tween the stress-related illnesses and the service and access to care 
issues, then we have additional stress placed on this population. So 
we have a buildup of combat stress, post-deployment stress, and 
then issues revolving around access to health care and the issues 
of whether this is or is not related to service. 

I feel that if we took more comprehensive, better care of the post- 
deployed population without attempting to determine up front 
whether they had a service-connected disability or not but just rec- 
ognize that they were going to have illnesses post-deployment and 
deal with those illnesses and with whatever the state-of-the-art 
medicine is at the time, that we would mitigate a lot of these kinds 
of problems. 

Mr. Evans. Would the gentleman yield? Would the gentleman 
from Texas 5deld? 

Mr. Reyes. Yes. 

Mr. Evans. Ms. Knox, you said that there was a lack of pre-de- 
ployment data? 

Ms. Knox. Right. 

Mr. Evans. For future deplo3Tnents, what kind of data should we 
be collecting during the pre-deployment period? 

Ms. Knox. I think in defense of DOD, they have done some of 
that pre-deplo5Tnent data collection in Bosnia. They have done 
some environmental testing in the area that troops were deployed, 
and they have also done a better job of collecting, say, for instance, 
serum specimens prior to their service. And troops can be checked 
again following their service for any t5q)e of exposures. 

Mr. Evans. Thank the gentleman for yielding. Thank you. 

Mr. Reyes. Just as a matter of a follow-up and I think in the 
context of what we’re doing here today and what has occurred be- 
fore in these types of hearings, one of the comments we heard this 
morning from Commander Nier from the VFW this morning was 
an expressed desire that in issues that affect our veterans, that we 
err on the side of the veteran, instead of against them. 

As a result of the information that you have been able to secure 
as a result of the committee findings, are you in a position to make 
a formal recommendation that we do that as a matter of practical 
policy in treatment and dealing with our veterans? Because I think 
that’s a very important issue in the context of how our veterans, 
including those that are serving in the military now that are keep- 
ing us free as a nation — that’s something in a way of reassurance 
to repair I think the damage that has been done by virtually what 
w'e have since foimd out regarding the Gulf War S3mdrome. 

Ms. Knox. I am going to refer to Holly Gwin on that. I don’t 
think that’s in our charter. 
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Ms. Gwin. Well, in our final report, the committee does not make 
a specific recommendation that you err on the side of the veteran. 
But I think that if you look at our work, you will find that the staff 
as well as the committee approached all of the issues like that and 
emphasized the importance of providing care, even in the absence 
of knowledge about the cause. And in our presumptions that we 
made about chemical warfare exposure, we always thought that 
you should err on the side of the veteran. 

Mr. Reyes. Thank you, Mr. Chairman. 

The Chairman. Thank you, sir. 

The gentleman from Louisiana, Dr. Cooksey, is recognized. 

OPENING STATEMENT OF HON. JOHN COOKSEY 

Dr. Cooksey. I can’t help but notice that there has been more 
exposure to more chemicals in this war. Do you think it’s related, 
number one, to the fact that we have more ability to find chemicals 
than we did in my era, in the Vietnam War era? Number two, 
when did veterans first come forward with these symptoms? My 
third question: — and you can divide these up as you see fit — How 
many deaths have been attributed to this syndrome or have there 
been any? First, the chemicals; second, the earliest symptoms; and, 
third, the number of deaths. 

Dr. Russell. I think the environmental exposures are not dif- 
ferent in this war except for the nerve agents and the 
pyridostigmine bromide. Otherwise, I think the exposure in our 
era, sir, was equally great. 

I’m sorry. I’ve forgotten 

Dr. Cooksey. When did veterans first come forward with these 
s 5 miptoms? 

Dr. Russell. I think the 93rd ARCOM study was the first one. 
That was about 6 months after the 

Ms. Gwin. Nineteen ninety-two. 

Dr. Russell. Yes. 

Ms. Gwin. Spring of 1992. 

Dr. Cooksey. And the third questions: deaths. How many deaths 
can you attribute to this? 

Dr. Russell. Since we can’t define the syndrome, since there is 
no definition of a Gulf War syndrome, there are no deaths due to 
it. And the studies of mortality in the veterans population show 
equivalent mortality to a controlled population except for accidental 
deaths, which are elevated, which is true of all military post-de- 
ployment populations. 

Dr. Cooksey. Thank you, Mr. Chairman. 

The Chairman. Thank you. Doctor. 

The gentleman from Arkansas, Dr. Snyder. 

OPENING STATEMENT OF HON. VIC SNYDER 

Mr. Snyder. Thank you, Mr. Chairman. 

Could we talk a little more about the Haley study? Are you all 
dismissing it or is it leading to ask further questions? What’s the 
next step for research? I guess is what I’m saying. And what direc- 
tion is that going on right now? 
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Dr. Russell. We are not dismissing that. I don’t believe Einybody 
is. That’s a very serious study. And these are good scientists, good 
physicians. 

Mr. Snyder. If I were a Gulf War veteran and I were having 
problems and I read that study, I think I would kind of get the 
sense of “Thank God. Somebody is finally getting on to something.” 
So that’s why 

Dr. Russell. The problem is that the findings in the epidemio- 
logic part of the study are based on subjective data and not objec- 
tive data. And they’re subject to serious problems with the popu- 
lation, series of— I’m not an epidemiologist. So I can’t critique it in 
detail, but it does have epidemiologic 

Mr. Snyder. If I can interrupt now, of course, this kind of study 
with those types of — I can’t say the word either — those kinds of 
problems, a lot of times that’s a funding problem in terms of being 
able to track down enough people from the unit, the ones that just 
didn’t self-report, but kind of track down everybody. Is that what 
you’re getting at? 

Dr. Russell. Well, I think there are veiy large epidemiologic 
studies ongoing. I think the other side of the issue is the toxicologic 
and neurophysiologic abnormalities that are found at a very low 
level. 

Further studies of neurophysiology and following low-level expo- 
sure to the agents, argon phosphorus and similar agents, are defi- 
nitely indicated. And there is a variety of experimental and medical 
ways of following up on these studies. 

Mr. Snyder. Are those ongoing now? 

Dr. Russell. I can’t answer that. 

Mr. Snyder. Is funding adequate for that? 

Dr. Russell. I don’t know. Probably. 

Ms. Knox. DOD has given a great deal of funding for that since 
they recognized that veterans were exposed to chemical munitions 
at Khamisiyah. Do you know the amount right off? I don’t know. 

Dr. Brown. Yes. There are a number of studies that DOD has 
funded and is just starting to fund in the next fiscal year that are 
looking at this. I think, just to say again what Major Knox men- 
tioned, the committee made a finding, a recommendation, that to 
answer some of the questions about low-level exposure and the 
combination of exposures from different agents, particularly the 
pyridostigmine bromide and chemical agents, for example, that 
there should be further studies done on this issue. 

Mr. Snyder. When I read your report 

Dr. Brown. Haley’s study is just the first, I think. I think there 
is going to be a whole slew of studies coming down the pipeline. 

Mr. Snyder. Probably with some dead ends along the way. When 
I read your report earlier today and you made that reference, was 
that your reference to the Haley study? Is that kind of an acknowl- 
edgment of that type of interest, the type of things that that study 
looked at and need to look at laundry detergents and insect 
repellents and flea collars and 

Ms. Knox. Actually, Haley’s report was not published until after 
we had completed our final report. 

Mr. Snyder. I got you. And just a couple of things that you all 
or one thing that you all said there, you said that you were only 
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dealing with one agent in Vietnam. And you made the comment 
that you thought there were several and that somebody remembers 
slapping on insect repellent. And God knows what our clothes were 
washed in. 

I’m just wondering. Was there a little bit of disagreement be- 
tween the two of you? I guess we didn’t take antimalarial medi- 
cines and parasitic diseases were present. Was there a little dis- 
a^eement between the two of you on Vietnam? I don’t think that 
Vietnam was a controlled study with only one agent, I guess. 

Ms. Knox. No, it wasn’t. 

Dr. Russell. No, it was not. 

Ms. Knox. Well, I think the veterans’ complaint, though, was 
about Agent Orange during that era. 

Mr. Snyder. It was complaining about one chemical. 

Ms. Knox. Yes. 

Mr. Snyder. Thank you, Mr. Chairman. 

The Chairman. Thank you. 

Mr. Mascara, the gentleman from Pennsylvania, is recognized. 

OPENING STATEMENT OF HON. FRANK MASCARA 

Mr. Mascara. Thank you, Mr. Chairman. 

I happen to have been touched personally by this problem. A con- 
stituent of mine by the name of Mary Rhoads came to me. And we 
had quite an extensive conversation about her problems. They were 
very real. In the final analysis, we were able to get her 100 percent 
disability, but she’s still out there fighting for others who have 
similar symptoms. 

I’ll just read here for a moment. She was 39 years old and served 
with the 14th Quartermaster Detachment in Greensburg, Penn- 
sylvania, a community that I represent. She survived an Iraqi scud 
missile attack on her barracks which killed 13 members of her 
unit. 

Since coming home, she has undergone a hysterectomy. She had 
her gallbladder removed. She has lesions from time to time that 
separate her from 12-year-old. She has vaginal bleeding, vomiting, 
and chest pains. She has a swollen stomach. In fact, I came to 
Washington, DC to introduce her to the President’s commission. 
She testified here in Washington, DC. 

I’m disturbed by the findings. The only thing you can find is psy- 
chosomatic, a stress syndrome that causes these diseases. I’m not 
a doctor. So I can’t say that that is the case or not and how impor- 
tant that is to the issue before us. 

The prior gentleman who asked you about the mortality rate 
among those people who served in the Gulf, I think your response 
was that nobody has died from that because you really don’t know 
what the Gulf War Syndrome is. So you have no fatalities. 

My question is it’s my understanding that three individuals, all 
in the age 30 bracket, have died from myocardial infarctions. One 
60-year-old died. Is the Department of Defense tracking those vet- 
erans who served in the Gulf War to see if there’s any clustering 
of deaths in order to assist you in coming up with an answer? 

I mean, 30-year-olds dying from heart attacks is not usual. So it’s 
unique. Is the DOD tracking all 690-some thousand veterans to see 
who’s d 5 dng, what they’re dying from? 
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Dr. Russell. There have been two published reports on follow- 
up mortality in this population. And I assume that this population 
will be followed very carefully from the point of view of excess mor- 
tality. So far with the exception of the accidental deaths, the mor- 
tality is not greater than a non-deployed similar population. 

Mr. Mascara. There is no concern about the three people serving 
in the Gulf who died from heart attack? 

Dr. Russell. I don’t know. The heart attacks in young people are 
rare, but they do occur in all populations. And whether it’s a statis- 
tically significant difference, I can’t say. 

The problem we have is — and your constituent is one of the prob- 
lems — a 39-year-old person deployed will have po 8 t-deplo 5 nnent the 
expected illnesses of a 39 or 40-year-old person plus whatever exac- 
erbation might be due to the stresses of the deployment. 

Obviously she was in a very stressful situation. She may also 
have had some other medically important events occur in the Gulf, 
but they’re very hard to separate from what happens in an ordi- 
nary population. It’s a challenge of epidemiology. 

Mr. Mascara. It’s not ordinary for me to be asked to help some- 
body in Florida but because Mary Rhoads had been given 100 per- 
cent disability, the Congress person from that district asked me if 
our staff would look into it. This woman suffered from similar 
kinds of problems. She eventually received 100 percent disability, 
a yovuig lady from Florida. 

I have one more question — perhaps Ms. Knox might be able to 
answer it — about the question of funding for the ongoing research 
and tracking of problems associated with the Gulf War Syndrome. 
Is the Department of Defense spending at a level that you feel is 
sufficient to do the job? And have there been instances where the 
money was available and the Department of Defense did not spend 
that money? And is there presently a commitment by the DOD to 
spend and to ask for whatever it t^es so that we can maybe bring 
this thing to closure. 

Ms. Knox. Just a couple of things to comment on your previous 
discussion with Dr. Russell. We do appreciate you appearing in Ar- 
lington October of last year. I particularly remember Mazy’s testi- 
mony because she is also a nurse. 

And I think, if I remember correctly, Mary had difficulty right 
at the time that she took the pyridostigmine bromide tablets. So 
our committee has recommended that further research be done on 
pyridostigmine bromide and their synergistic effects. And there are 
already studies that have looked at the synergistic effects of PB 
and stress, the Israeli study and then PB and DEBT. Dr. Abou 
Donia out of Duke did that study. So I hope that that will answer 
some of those unanswered questions that we have about what the 
cause is. 

As far as the appropriate amount of money to spend on this con- 
dition, I don’t know if it’s adequate to 

Dr. Brown. Well, the committee found that, as Major Knox men- 
tioned, the Federal Government does have a good mixture of stud- 
ies ongoing and planned looking at Gulf War health issues and 
that the mix of studies includes the right studies on epidemiology; 
that is to say, looking at Gulf War veterans to see if there are ill- 
nesses or other problems at a greater rate than they should be and 
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also an emphasis on stress, looking at the long-term health effects, 
not just the psychosomatic effects, but the real physical health ef- 
fects of stress. So I think the committee was very encouraged with 
the overall federal research portfolio on Gulf War veterans’ ill- 
nesses. 

In addition, just recently the Department of Defense released, re- 
cently within the last couple of months, a new request for proposals 
which, depending on how you add it up, has more than $10 million 
attached to it. I guess I think overall the committee would not fault 
the amoimt of research, the emphasis on research that’s going on 
now. 

Mr. Mascara. I see my time has run out, Mr. Chairman, but I 
hope we’re not going down the same path as we did with Agent Or- 
ange. 

Thank you, Mr. Chairman. 

The Chairman. Thank you, sir. 

The Chair recognizes the gentleman from Minnesota, Mr. Peter- 
son. 


OPENING STATEMENT OF HON. COLLIN C. PETERSON 

Mr. Peterson. Thank you, Mr. Chairman. 

I’m kind of new to all of this. So I may ask some dumb questions 
here, but I’d just like to make a comment first that I think that 
I’ve got a lot of folks in my office, I have a hospital in my district. 
And I think that most people out there wish that you’d spend more 
time stud 3 dng why people feel like they’re not getting adequate 
care, rather than studying whether the/re compared to some other 
group or not. 

I mean, is anybody doing that? Is anybody actually spending 
time figuring out why so many veterans feel like they’re not getting 
this problem addressed? Has any time been spent on that? 

Ms. Knox. We looked at that a great deal, particularly early on 
in 1995. In September we held a meeting in Charlotte to look at 
the care that veterans were receiving, both in DOD and in the VA 
system, and examined the comprehensive clinical evaluation pro- 
gram that DOD provides for the soldiers and also the physicals 
that the VA is giving. 

And, as Holly stated earlier, we were not able to do that right 
at the beginning, when they were in their biggest influx of veterans 
that came into the system. But when we did look at that in 1995 
and 1996, we found it to be adequate. 

Mr. Peterson. Well, I can tell you there are still people coming 
to my office who are not getting the kind of care that they think 
they ought to get. 

Ms. I&ox. Well, I think 

Mr. Peterson. I think that more work needs to be done looking 
into that. 

Ms. Knox. I think maybe examining that presumptive period, 
veterans who are now experiencing illness that is beyond the 2- 
year limit, is an issue as well. 

Mr. Peterson. I’m trying to get a handle on just exactly what 
these commissions were supposed to do. This testimony here by Dr. 
Bailar, in here you say that, “You will note that the charge of our 
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committee did not include the study of the so-called Gulf War Syn- 
drome.” 

Dr. Russell. Correct. 

Mr. Peterson. What do you mean by that? It looks like every 
other place in the study you go in 

Dr. Russell. We were xmable to avoid looking at the Gulf War 
Syndrome and the science surrounding it, but the Institute of Med- 
icine committees have very narrow charges usually. Ours was con- 
vened very early in response principally to the oil well fires. 

So our charge was to determine whether the Department of De- 
fense’s and the Department of Veterans Affairs’ ability to collect 
and maintain information and generate databases was going to be 
adequate to study the effects of the oil well fires and, by extension, 
the effects of health consequences from any environmental 

Mr. Peterson. Did it actually say that you are not to study the 
Gulf War Syndrome in your charge? 

Dr. Russell. No. It didn’t have any negative in it, but our rec- 
ommendations were aimed at epidemiologic databases, information 
systems, epidemiologic investigations, and the quality of the re- 
search. 

Mr. Peterson. What confused me, I mean, I read that, and then 
I went on to read some of your other statements, where it looks 
like you have. 

Dr. Russell. We could not avoid it. It was impossible to carry 
out the charge without evaluating the hypotheses that were being 
put forward as explanations. And they came one after another 
about — I think there are about 16 different h3motheses now that 
had — and then we had to look at the quality of the investigations 
that pertained to those hypotheses, the research quality. 

Mr. Peterson. Well, I’m not a doctor. I have a hard time follow- 
ing all of this stuff. Again, I just would associate myself with some 
of the comments of my colleagues and just tell you that I think we 
still have a lot of work to do out there. There are people that I 
don’t think are getting the kind of care. 

And we ought to not just worry so much about why this all hap- 
pened but get focused on getting help to the people who need it. 

Ms. Knox. If I could add, that is one of our recommendations, to 
look at the clinical follow-up of these veterans. And so the Presi- 
dent has given us the authority to do that, to see if our rec- 
ommendations are being followed. 

Mr. Peterson. Good. Thank you, Mr. Chairman. 

The Chairman. Thank you, sir. 

The gentleman from Florida, Mr. Steams, is recognized. 

OPENING STATEMENT OF HON. CLIFF STEARNS 

Mr. Stearns. Thank you, Mr. Chairman. And let me compliment 
you for having this hearing on the Gulf War Syndrome. 

One of the first casualties of this syndrome was a Michael 
Adcock from my congressional district in Ocala, Florida. He was a 
22-year-old young man in prime of health before he went there. He 
came back. He had played football in high school. And he suffered 
from nausea, skin rashes, aching joints, hair loss, bleeding gums, 
blurred vision, lack of energy. And he eventually died of a brain 
tumor at a very yoimg age. So Mrs. Adcock has been up here. 
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Some of my concerns are — is either one of you a scientist? 

Dr. Russell. Here. 

Mr. Stearns. Because you mentioned earlier that the immune 
system — do you have a pretty good detailed background in the im- 
mune system and 

Dr. Russell. I am an internist. And I’ve spent my career in in- 
fectious disease research. 

Mr. Stearns. It seems like some witnesses and people have said 
that the Presidential Advisory Commission did not have enough 
scientists on it. I think some of the witnesses today are coming in 
or have said that they relied too much on government-provided in- 
formation and not enough scientific studies. Would you care to com- 
ment on that? 

Dr. Russell. I think the vast bulk of the scientific information 
we have available is from highly reputable scientists, whether in 
or out of the Government. 

Mr. Stearns. Weren’t most of them in the Government? 

Dr. Russell. I don’t believe so. I think, for example, that Dr. 
Haley’s study from Texas is. And there’s a substantial amount of 
work that’s been done on government contract. There’s a spectrum 
of scientific research capability within the Government that’s very 
highly credible in the Department of Veterans Affairs and within 
the Department of Defense. And their colleagues in the academic 
community are contributing I think probably to an equal extent. 

Mr. Stearns. For example, did they check on the veterans com- 
ing in for hepatitis C? 

Dr. Russell. The issue with hepatitis C has 

Mr. Stearns. Every veteran who complained about this, did he 
or she get an exam for hepatitis C? Can you be assured of that 

Dr. Russell. I can’t be certain of that. I know that hepatitis C 
is being extensively investigated by the DOD. 

Mr. Stearns. It’s not just hepatitis C. There’s A, B, C, D, E, F, 
G, and I think they’re finding more. 

Let me just change 

Dr. Russell. C is a specific problem because of the 
gammaglobulin. 

Mr. Stearns. Yes, right. How much money is being spent by 
DOD presently devoted to the research funding for the Persian 
Gulf 

Dr. Russell. I have no idea. I can’t give you a number on that. 

Ms. Knox. Mark can give us that. 

Mr. Stearns. We have been told that it’s approximately $30 mil- 
lion. Do you have any way to know about it? 

Dr. Brown. It is something that we have tracked. I think it de- 
pends a little bit on how you define research. If you define research 
the way I define it, which is investigations of health effects and so 
forth, it’s something in the neighborhood of $15 million in fiscal 
years 1996 and 1997. 

Mr. Stearns. Shouldn’t you folks or the VA be involved with this 
and not just DOD? Shouldn’t there be a cross-pollination here or 
something? Have you been asked anything, the advisory council, 
asked anything by DOD about how to spend this money or any- 
thing? 
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Dr. Brown. The group that’s overseeing research is not DOD 
specifically. It’s the research working group of the Coordinating 
Board, which has members at the cabinet level from VA and DOD 
and HHS. So there is an interagency oversight of this research pro- 
gram now. 

Mr. Stearns. So you feel that there’s enough cross-pollination 
between DOD and the VA in dealing with the people who are actu- 
ally coming into the hospitals? I mean, is there feedback from the 
veterans’ hospitals so that DOD knows where to address things? 

Dr. Brown. I guess the best way I can answer that is to say that 
the research working group of the Coordinating Board has rep- 
resentation from VA and DOD. 

Mr. Stearns. Okay. One last question; Has there been a study 
of either the British, French, or Canadian particularly soldiers that 
went over there? Did they suffer the same thing? Has there been 
a similar type of phenomena of a syndrome? 

Dr. Russell. I understand there’s an ongoing study in the Brit- 
ish forces. 

Mr. Stearns. After all this time, there’s no real conclusion that 
they have the same type of thing or not? From the advisory council, 
you haven’t found that out? 

Ms. Gwin. Our report includes information from the British and 
the Canadian clinical evaluation programs. And, in fact, the early 
data from those programs is very much like the data from our clini- 
cal programs with the same types of symptoms being reported by 
their veterans. 

But the British have just gotten their epidemiologic studies un- 
derway. So it will be quite a while before we have any results from 
those. 

Mr. Stearns. And the French? 

Ms. Gwin. We have been trying to get information from the 
French since we started working for this committee. And it’s 
been 

Mr. Stearns. To no avail? 

Ms. Gwin (continuing). Slow to come. 

Mr. Stearns. So the French won’t give you anything. The British 
is just starting. And Canada has a similar phenomenon, a syn- 
drome of this type. Is that fair to say? 

Ms. Gwin. I don’t know if it’s fair to say they have a syndrome. 
They have reported clinical data that looks very much like the U.S. 
clinical data. 

Mr. Stearns. Okay. Thank you, Mr. Chairman. 

The Chairman. Thank you, Mr. Steams. 

The gentleman from Massachusetts, Mr. Kennedy, is recognized. 

OPENING STATEMENT OF HON. JOSEPH P. KENNEDY II 

Mr. Kennedy. Thank you very much, Mr. Chairman. I want to 
thank you very much for hosting this hearing today and let you 
know how much we appreciate it and look forward to many more 
in the future, Mr. Chairman. 

I want to just deal with what I think is sort of an imderlying 
concern that many of the veterans that I think we hear from on 
a regular basis have about how this whole process has developed. 
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First of all, I wonder if you could comment, Ms. Knox, on why 
you feel that this took 6 years for the Government to acknowledge. 
And, more specifically, I wonder if you might tell us about the ex- 
tent to which you feel that you have really covered any possible 
coverup that could occur by the Government with regard to poten- 
tial chemical or biological exposures. 

We have heard about the Khamisiyah exposures that, as I under- 
stand it, did not come through your particular organization but, 
rather, came about as a result of some CIA documentation. 

I’ve been contacted. A number of us have been contacted over the 
years with regard to sort of incidental kinds of occurrences that 
took place that have I think created a general atmosphere of mis- 
trust between the veterans and the government. 

And I wonder if you can just address directly whether or not you 
feel that you have gotten a handle on the extent to which these ill- 
nesses could possibly be caused by something other than stress. 

Ms. Knox. To answer your first question, we are not the first 
committee to look at Gulf War veterans’ illnesses. Actually, we are 
the fifi;h committee to look at Gulf War veterans’ illnesses. Dr. Rus- 
sell worked with the lOM committee. So it has been studied a great 
deal. 

I do agree that DOD’s failure to come forward with chemical ex- 
posure at Khamisiyah definitely causes an area of mistrust in the 
veterans. In addition to that, one of the things that we had tried 
to find out from the Persian Gulf investigation team was where 
troops were located so that we could look at the realm of veterans 
that could have been exposed. 

So along with that lack of data as to where troops were located 
and what chemicals were there and to what degree they were ex- 
posed, we cannot answer that. 

Mr. Kennedy. I appreciate your response, Ms. Knox, because I 
was going to get through and I asked the staff here if they could — 
you know, you say that it’s a number of different committees that 
you are aware of. There have been more different sort of fits and 
stops on behalf of the Congress and a number of others that have 
sort of looked at this whole issue. 

I remember going back to a point where we had the fellow who 
actually did the Agent Orange study, the first fellow who ever came 
before this Committee to talk about it, said there was absolutely 
nothing to this whatsoever and that it is just — “malingers” is a 
word that he used in terms of describing what the problem was. 

I think that if you look at just the whole series, whether it’s the 
group, the symptom of the Pennsylvania Air National Guard or you 
look at the birth defects in Mississippi, if you look at the individ- 
uals who have contacted almost every member of this Committee 
with a series of complaints, Euid then you were told that we’re sup- 
posed to sort of characterize this in general terms as sort of stress- 
related, it just seems to me that — I don’t know if anybody had ever 
mentioned to you any of the people who fought in War World II 
and the like that had to land on the beaches in Normandy and all 
the rest of it, whether or not there were any similar kinds of stress- 
related problems. 

I mean, I think we’re all sort of aware of PTSD and other issues 
that came as a result of the Vietnam War, but I’m wondering 
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whether or not we ever saw an 3 i;hing like the degree to which we 
see these kinds of issues just in this particular conflict. 

Ms. Knox. I just want to reiterate that we say stress is a contrib- 
uting factor. We don’t think it’s the cause of Gulf War veterans’ ill- 
nesses. And we recommend that further study needs to be done on 
the physiological response to stress. 

Mr. Kennedy. I don’t mean to cut you off, and I know that Dr. 
Russell has got something to say. But because my time is running 
out, what I do want to suggest is that when you are running a 
presidential commission on this issue, it has the weight of the en- 
tire Federal Government and the responsibility to sort of be almost 
the sort of final say in what has occurred. 

And I think that this is an issue that if you are not feeling that 
you have your arms around every possibly explanation, including 
whatever secret documents might be available, including every pos- 
sible lead that should be run down to make the determination as 
to whether or not there is some kind of cause that has not been 
fully exposed to all of the veterans and to the American people, 
there’s a responsibility that I think rests squarely on your shoul- 
ders. And an 3 d;hing that we can do to help you get that informa- 
tion, I think you should feel like you should come to us and ask 
for it. And this is an opportunity for you to do that. 

So I really want you to make sure that you answer the question 
whether or not you feel that you have at this time exhausted and 
have a full sort of accounting of everything that could possibly have 
contributed to this and whether or not we’re at least in a process 
of having that be completely aired. 

Ms. I&OX. Well, I don’t think we can ever have a full accoimt 
of what occurred. Just as it took until 1996, to hear about 
Khamisiyah, I would think that there might be other things that 
might evolve or come about that we might discover at a later time. 
Hopefully we’ll discover that before the end of our charge. 

Holly, you might want to add to that. I don’t 

Mr. I^NNEDY. Well, Mr. Chairman, I’ll finish up. 

But I just don’t think it’s acceptable that we have a circumstance 
where the presidential commission is not coming in and reporting 
back to the Congress as to the full extent of what this has been 
about. 

We’ve spent millions and millions of dollars. We still don’t know 
what’s going on. And here’s the chairwoman of the committee say- 
ing that we’re going to hear more and more about this in the fu- 
ture. I just think that this should not be as difficult a job as it 
seems to be coming across. 

The Chairman. I thank the gentleman. 

Dr. Cooksey, did you have a quick question? 

Dr. Cooksey. Mr. Chairman, I know I’ve already had a question. 
Just a comment from someone who’s older and been around a little 
bit longer and also is a physician. 

Some of us here are old enough to remember the days of polio. 
There were a lot of unanswered questions about polio. And when 
I was a kid, my parents did a lot of crazy things to protect me from 
polio. And we later found out the answers. 

I personally feel that veterans, particularly the Persian Gulf vet- 
erans, should have everything that the^re entitled to in the way 
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of a disability claim. But as physicians, we don’t always know the 
answers to these questions. And I think that needs to be brought 
into perspective. 

Mr. Kennedy. If the gentleman would yield just briefly? 

Dr. Cooksey. And sometimes it takes the time to get the an- 
swers to these questions. 

Yes, I will yield. 

The Chairman. If the gentleman has a direct response very 
quickly. 

Mr. Kennedy. Yes, very briefly. You’ve been around on Earth a 
lot longer than I have. Doctor, but I have been around here long 
enough to know sometimes it’s hard to get straight answers from 
people who come before this Committee and a lot of other commit- 
tees. And it’s good to keep your left hand high when you’re dealing 
with them. 

Dr. Cooksey. I’ve been here 10 years longer. 

The Chairman. The gentleman from Alabama, Mr. Bachus, is 
recognized. 

OPENING STATEMENT OF HON. SPENCER BACHUS 

Mr. Bachus. Thank you, Mr. Chairman. I do want to compliment 
you on holding this hearing. And I appreciate the panelists. 

I have a statement, but I don’t want to take time on my views. 
I just want to get right to what yall think, ‘yall” being an Ala- 
bama express. 

Now, we had an ammunition dump that blew up in Iraq in 
March of 1991. And almost immediately when the Gulf War veter- 
ans returned, we had 40 or 50 thousand of them who were sick. 
And people started asking the question: Was there chemical expo- 
sure? And until June of 1996 we were told no. So you’re talking 
about from March of 1991. 

There’s now been a recognition by the Pentagon last June that 
as many as 20,000 of our troops were exposed to chemical exposure 
in the March 1991 incident. 

My question is this. Maybe I’ll direct it to Major Knox. I want 
to commend the presidential committee on really coming to the 
conclusion that the Pentagon knew before June that there had 
been this exposure but they didn’t say anjdhing until June. 

My first question would be to you. This was a concealment for 
some period of time. Does this constitute a coverup? I know that’s 
a tough question. 

[The prepared statement of Congressman Bachus appears on p. 
297.] 

Ms. Knox. Well, I certainly think it generated mistrust on both 
the public and the veterans’ view. 'The CIA was helpful as was 
UNSCOM in coming to that finding and bringing it to us. So cer- 
tainly that’s one of the biggest issues that has created this atmos- 
phere of mistrust. 

Mr. Bachus. But there was a concealment at the Pentagon of 
this chemical exposure. 

Ms. Gwin. We were able to pull together enough information for 
the committee to reach a conclusion that there was only a super- 
ficial effort, at best, to disclose the information. 

Mr. Bachus. Well, that’s a concealment. 
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Ms. Gwin. Well, we did not go so far as to say there was any at- 
tempt to conceal. 

Mr. Backus. Well, wasn’t their foot dragging? I mean, we were 
constantly asking: Were they exposed chemically? I mean, there 
was a concealment. What kind of military thinking led to a conceal- 
ment like this or a coverup? 

Let me just ask you personally. Do you think there was a cover- 
up? 

Ms. Knox. Not personally, I don’t. 

Mr. Backus. Do you think there was a concealment? 

Ms. Knox. I think it was ineptness. 

Mr. Backus. Was what? Ineptness? 

Ms. Knox. Yes. 

Mr. Backus. Over a major issue that was being debated in this 
country with 40 or 50 thousand sick veterans, there was just an 
ineptness? 

Ms. Knox. That’s really difficult for me to answer. 

Mr. Backus. I can understand I’m putting you in an embarrass- 
ing situation, but can you see how we would conclude that there’s 
been a coverup or concealment? 

Ms. Knox. Yes, sir, I understand. 

Mr. Backus. And now let me move beyond that. Well, let me ask 
you this: What kind of military thinking led to this ineptness? Is 
the Pentagon inept? 

Ms. Knox. I just said they were. 

Mr. Backus. All right. [Laughter.] 

Dr. Russell. 

Dr. Russell. I have no knowledge of how the information was 
transmitted from the CIA, the origin of the information, at what 
level in the civil establishment we call the Defense Department. 
And I don’t know where the fault lies. 

I must say our committee was very unhappy about having been 
kept in the dark. 

Mr. Backus. Right. Kept in the dark, foot dragging, concealment, 
coverup, whatever it was, what institutional changes do you think 
can be made at the Pentagon to see that this doesn’t happen again? 

Ms. Gwin. This Committee has been extended in part to oversee 
the activities that DOD has put in place now. They have expanded 
their investigative team substantially, I ^ess almost tenfold. They 
have devoted much more money to the investigative effort as well 
as 

Mr. Backus. So you’re sort of monitoring them and investigating 
the investigators or 

Ms. Gwin. We are overseeing their activities as well as trying to 
conduct some of our independent investigations so that we can 
make sure 

Mr. Backus. Okay. Thank you. 

Let me ask another question. Now that we’ve got the chemical 
exposure and there’s proven chemical exposure, now there’s a ques- 
tion of the link between that Euid the illnesses that our veterans 
have. The University of Texas study that’s come out recently ap- 
pears, at least my thought is, that that conclusively provides a link 
between some of this exposure and some of these illnesses. Dr. Rus- 
sell, is that? 
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Dr. Russell. I don’t believe there — ^what has been proven is a re- 
lease of chemical agent into the atmosphere when the munitions 
dumps were destroyed. Whether there was any true exposure or 
not has yet to be determined. 

Whether that population that was exposed has medical outcomes 
any different than the rest of the population that was in the Gulf 
anywhere near those dumps, I don’t know the relationship between 
the patients that Dr. Haley studied and that monition dump. But 
I think I know that they weren’t anywhere near there. So we can’t 
draw any cause and effect relationship. No, sir. 

Mr. Backus. Would you agree that that was a significant study? 

Dr. Russell. I think it was a significant study. It will require 
extensive follow-up and replication by other scientists. 

Mr. Backus. 'Thank you. 

And, finally, this is my last question. There have been reports 
that VA doctors who have studied the Gulf War Syndrome have 
been fired from the VA system. You all may have heard of those 
reports. They say that this was retaliation. Would you all make 
any comment? Are you aware of those reports? 

Ms. Gwin. We are aware of the reports. We have not reviewed 
as a committee the basis for them. 

Mr. Backus. Don’t you think that should be done? And who 
should do that? 

Ms. Gwin. 'The committee hasn’t reached a conclusion about that. 

Mr. Backus. Would you take a look at that? Thank you. 

The Ckairman. The gentleman from New Jersey, Mr. Smith, is 
recognized. 

OPENING STATEMENT OF HON. CHRISTOPHER H. SMITH 

Mr. Smitk of New Jersey. Thank you very much, Mr. Chairman. 

A couple of questions. And many of the more important questions 
have been asked already. And I appreciate my colleagues zeroing 
in on those questions. Major Knox, one of our witnesses today, Mr. 
Ford, will make the comment that a majority of the funded Gulf 
War studies and nearly half of those completed that were related 
to stress, that “It’s not surprising,” to use his words, “that the Pres- 
idential Advisory Committee found stress to be an important con- 
tributing factor.” 

And also in testimony today the commander-in-chief of the Veter- 
ans of Foreign Wars, Mr. Nier, states, “We, the VFW, find it 
unfathomable as well as counterproductive to insist that stress is 
the predominant cause. These elements are nothing more than, in 
the veterans’ heads, an insult.” And then it goes on to develop that 
theme. 

How do you respond to that? 

Ms. Knox. Well, again, in our report we state that we need to 
look at stress in more detail, the physiological effects of stress. And 
that was one of the largest areas of funding that DOD did. Of 
course, the results of that are not in. 

But that was one of the three findings that we made that stress 
was a contributing factor. We do need to look at PB and the syner- 
gistic effects and also low-level chemical exposure. 

Mr. Smitk of New Jersey. Again, Mr. Ford raises a question 
today — and, again, looking at their testimony, they do raise some 
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questions that ought to be highlighted here — that “The Presidential 
Advisory Committee’s findings are questionable because it included 
individuals who are not scientists and because it relied heavily on 
government-provided information.” 

How do you respond to that, particularly the latter part of that? 

Ms. Knox. As I said in my opening statement, all of the panels 
that we heard had peer-reviewed research included. Our committee 
includes scientists. 

Mr. Smith of New Jersey. So you believe you had sufficient re- 
sources to do the job? 

Ms. Knox. I think we did. 

Mr. Smith of New Jersey. Let me ask one final question. Your 
committee recommends that the VA should seek statutory author- 
ity to treat veterans and their families for reproductive problems 
caused by their service connection. You don’t include abortion in 
this list of services, do you? 

Ms. Knox. I’ll have to refer 

Ms. Gwin. The service we specifically identity is genetic counsel- 
ing. 

Mr. Smith of New Jersey. Okay. But what about abortion? 

Ms. Gwin. The committee did not consider abortion. We specifi- 
cally recommended that genetic counseling be included in this. 

Mr. Smith of New Jersey. Okay. Thank you. I 5 deld back the bal- 
ance of my time. 

The Chairman. Thank you, sir. 

The gentle lady from Idaho, Ms. Chenoweth, is recognized for 5 
minutes. 

Mrs. Chenoweth. I won’t be using my 5 minutes. I just have one 
question. But I do have a statement that, with your permission, I’d 
like to enter into the record. 

The Chairman. Certainly will. 

[The prepared statement of Congresswoman Chenoweth appears 
on p. 314.] 

Mrs. Chenoweth. Thank you, Mr. Chairman. 

My question is this to Ms. Knox: Can you foresee that any of the 
records involving this subject in the Pentagon would be considered 
classified or would have any other kind of classification on them so 
that people would hesitate to send them to either us or to people 
who have been suffering from Gulf War Syndrome, their own 
records with regard to medical records? 

Ms. Knox. Is your question: Would the medical records be classi- 
fied? 

Mrs. Chenoweth. Either medical records or procedures that this 
Committee may want with regards to how things are handled. 

Ms. Knox. Not that I’m aware of. 

Ms. Gwin. The only medical records that we came into contact 
with that had at one time been classified were the records of the 
vaccines, Anthrsix and botulin toxoid vaccines, that were given to 
the troops. 

Mrs. Chenoweth. Ms. Gwin, do you see any problem with that 
now? Is it the policy of the Pentagon and the Department of De- 
fense to make sure that ainy patient who requests medical records 
or who requests information with regards to procedures or vaccina- 
tions or anything be afforded that information? 
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Ms. Gwin. We believe the policy of DOD and VA is to make med- 
ical records available to the individuals to whom those records 
apply. 

Mrs. Chenoweth. Mr. Chairman, I do have records here that 
have been stamped that read, “These documents or records or in- 
formation contained herein are deemed confidential and privileged 
under provisions of 38 USC 3305 and VA Regulation 6500 through 
6540, which provides for fines up to $22,000 per violation.” Tins 
material shall not be transferred to anyone without proper consent 
or authorization as provided for by law or regulation. 

And I know that the Committee through the subpoena process 
can probably eventually get what we need. But I am also concerned 
that the process is not set up in DOD or the Pentagon. So our vet- 
erans cannot get all the records that they need to 

Ms. Gwin. I am not absolutely sure, but I think that citation is 
to a Privacy Act concern, not to classification. 

Mrs. Chenoweth. Thirty-eight USC 3305? 

The Chairman. The Chair I think can answer that, I think 
there’s a statute that prevents the VA from releasing these records. 
It’s kind of like the Privacy Act — ^it does not prohibit the individual 
from seeing it, but the VA cannot release those records to other 
people. 

Mrs. Chenoweth. Okay. Mr. Chairman, my concern is that the 
victims of Gulf War S 3 mdrome had a very difficult time in getting 
their own records or because this was stamped on their records. 
And people who would have otherwise issued them didn’t want to 
be fined $20,000. 

The Chairman. In my understanding, that should not be the case 
for the individual to get his records. He is certainly eligible to get 
those records. 

Mrs. Chenoweth. Well, Mr. Chairman, that’s the reason that I 
wanted to be sure and bring that up now 

The Chairman. Thank you. 

Mrs. Chenoweth (continuing). So that it won’t happen in the fu- 
ture. 

Mr. Evans. Mr. Chairman, I also understand, at least during my 
time, the service said you had all your medical records that you 
took with you from command to command and when you were dis- 
charged, they hold onto them. But you can easily obtain those. If 
that’s a problem, individuals should see their local member of Con- 
gress. 

Mrs. Chenoweth. 'Thank you. And, Mr. Chairman, I will be en- 
tering this also in the record later. 

The Chairman. 'Thank you. 

The Chairman. Mr. Bachus, you got here just in time to be the 
last one on this panel. Thank you, sir. 

Dr. Russell and Major Knox, Ms. Knox, and Ms. Gwin and Mr. 
Brown, we thank you for your time this afternoon. There will prob- 
ably be questions from members and staff of the Committee. We 
would appreciate a rapid response, if you would, please. And thank 
you very much. 

Dr. Russell. Certainly. 

Ms. Knox. 'Thank you, sir. 
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The Chairman. Our next witness is Commander Nier. And while 
he’s coming up, let me remind the members that this first panel 
has taken a little over an hour and a half. If you could, please re- 
frain from asking other members to yield so as to not use their 
time. It would he appreciated if we move very rapidly through this. 
We have four panels to go. 

Commander Nier is the Commander-in-Chief of the Veterans of 
the Foreign Wars. We’re happy to have you with us. Commander. 
And, if you care to introduce anyone or if you want to proceed, your 
entire statement will be made a part of the record. If you can sum- 
marize, it would be appreciated. 

Mr. Nier. Thank you, Mr. Chairman, and members 

The Chairman. Let me just give it one second for these members 
so as not to be interrupted. 

Go ahead, sir. 

Mr. Nier. Thank you, Mr. Chairman, members of the Committee. 

STATEMENT OF JAMES E. NIER, COMMANDER-IN-CHIEF, VET- 
ERANS OF FOREIGN WARS OF THE UNITED STATES; ACCOM- 
PANIED BY KEN STEADMAN, EXECUTIVE DIRECTOR, VFW 

WASHINGTON OFFICE, AND JOHN GWIZDAK, LEGISLATIVE 

CHAIRMAN 

Mr. Nier. Yes, I would like to introduce the two gentlemen who 
are with me. On my left and your right, Mr. Ken Steadmeui, the 
Executive Director of our Washington office; and on my right and 
your left, Mr. John Gwizdak, my legislative chairman from the 
great State of Georgia. 

The Chairman. Thank you, sir. 

Mr. Nier. As you are aware, it was my privilege earlier today to 
express the views of the Veterans of Foreign Wars before a joint 
hearing on the Committees on Veterans’ Affairs regarding veterans 
programs and entitlements. It is now my honor to come before this 
Committee on behalf of a very special segment of the veteran popu- 
lation; those brave yoimg men and women who served so honorably 
and well in the Persian Gulf. 

A number of these individuals are suffering from as-yet- 
undiagnosed disabilities collectively known as Gulf War Syndrome. 
The VFW is unalterably committed to seeing this Nation spare no 
effort in coming to the aid of these veterans. We insist that Persian 
Gulf veterans receive all the health care and compensation that is 
there due. 

Yesterday afternoon the VFW hosted a major forum within the 
context of our Washington conference addressing Gulf War Syn- 
drome held at the Sheraton Washington Hotel and facilitated by 
VFW staff, senior representatives from the President’s advisory 
committee, DOD, the VA, Centers for Disease Control, and con- 
cerned VSOs took part. I can tell you that this forum was an enor- 
mous success. And we fully intend to continue in this vein. 

The VFW has for some time pushed for the extension of the life 
of the President’s Advisory Committee on Gulf War Veterans’ Ill- 
nesses, which has served so ably in overseeing and coordinating the 
effort to resolve this issue. We are highly gratified that the Presi- 
dent has heeded our request by extending the committee’s oper- 
ation another 9 months. 
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While Gulf War S 3 uidrome is now fully recognized in the sci- 
entific and medical communities as a legitimate disease, its cause 
and cure have continued to remain elusive. One serious obstacle to 
properly resolving this issue has been its far-from-adequate han- 
dling by the Department of Defense. 

At least early on, DOD simply refused to give Gulf War veterans’ 
own reports of ill health s 5 miptoms and possible toxics exposure 
episodes the credence they deserved. Further, DOD’s failure to 
come forward in a timely manner with information showing that a 
large number of our troops in the Gulf may have come into contact 
with chemical and biological agents has surely impaired relevant 
scientific research. 

Perhaps even more detrimental, however, is the climate of uncer- 
tainty and even distrust this has created among Gulf veterans 
themselves. Many perceive themselves to have been deliberately 
deceived and will call will into question almost information that 
COD now provides. This has rendered an already troublesome 
issue much more difficult and indeed represents an affront to the 
sacrifice and service of all of this Nation’s veterans. 

The VP’W demands that all relevant data on the Gulf War expe- 
rience be provided to the appropriate scientific and public entities 
as soon as it comes to light. 

The VFW is also deeply concerned over the high denial rate for 
Gulf veterans seeking VA compensation for undiagnosed illnesses. 
While it is our understanding that some of these veterans now re- 
ceive compensation for diagnosed disabilities, the 95 disallowance 
rate for undiagnosed illness claims strikes us as implausibly high. 

We insist that no Gulf veteran in need be left out in the cold be- 
cause of our as-yet inadequate understanding of Persian Gulf Syn- 
drome. An important step in this regard would be the expansion 
of the current 2-year presumptive period in which Gulf War Syn- 
drome must manifest in order for a veteran to receive VA com- 
pensation. In light of the medical, scientific, and factual uncer- 
tainty surroimding this issue, this manifestation period is both 
overly restrictive and scientifically unsound. 

The VFW urges the immediate establishment of an open-ended 
presumptive period for Gulf War Syndrome. The VFW also sup- 
ports the establishment of a case definition for Gulf War Syndrome. 
This would, at the very least, allow veterans benefit administration 
to take individual symptoms associated with service of the Gulf 
under consideration collectively. 

Whereas, when taken individually these disabilities may not fall 
within their assigned manifestation periods, taken together they 
may represent a compensable manifestation of Gulf War illness. 
Further, this would compel VA doctors to more thoroughly assess 
the etiology of Gulf veterans’ disabilities, thereby improving the 
rating process. 

Mr. Chairman, it would be remiss of me if I did not at this time 
commend the strong bipartisan effort of the Congress as well as the 
administration in addressing this issue. Standing in stark contrast 
to the handling of Agent Orange many years ago, this Nation’s law- 
makers have been swift £md vigorous in working to provide veter- 
ans suffering from Gulf War Syndrome the care and compensation 
they need and they deserve. 
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I thank and congratulate you for your accomplishments thus far. 
Be assured the Veterans of Foreign Wars will continue to work to- 
gether with you and will not relent until the Persian Gvdf issue is 
mlly resolved. 

TTiank you very much. 

[The prepared statement of Mr. Nier appears on p. 326.] 

The Chairman. Commander, thank you for your statement. We 
look forward to working with you and your membership. 

Do any members have questions? Mr. Evans? 

Mr. Evans. No, Mr. Chairman. 

I appreciate the commander’s insistence that we extend the filing 
date. That’s very important. I hope we’ll work on that in this Con- 
gress. 

'Thank you, Mr. Chairman. 

The Chairman. Mr. Quinn, I’m just going to boimce back and 
forth. I don’t know. Any questions of the commander? 

Mr. Quinn. Thank you, Mr. Chairman. 

No questions at this time. We heard your testimony this morning 
at the hearing, Mr. Commander. We appreciate your time very, 
very much. 

Mr. Nier. Thank you very much, sir. 

'The Chairman. Mr. Kennedy. 

Mr. Kennedy. Thank you, Mr. Chairman. 

Commander, first of all, I wanted to just apologize for not being 
able to be with you this morning. I was at a meeting at the White 
House. And I apologize for not being there, but I look forward to 
having an opportunity to read your testimony. 

Further, I just wanted to ask one brief question, which is wheth- 
er or not your current sense of the health care that is being pro- 
vided to the veterems that are a part of your organization that have 
this particular sjmdrome is, in fact, being dealt with adequately by 
the VA. 

Mr. Nier. No, sir, we do not. We think it’s inadequate. It’s our 
goal to ensure that these veterans receive the care and compensa- 
tion they deserve. And right now we’re not happy with the 95 per- 
cent disallowance rate. 

Mr. Kennedy. Can you just explain a little bit more about what 
you feel the implications of that 95 percent rate are? In other 
words, why are they being turned down? Is your sense that there 
is still an attitude by the VA itself of not recognizing this as a le- 
gitimate illness or what is your sense of why people are not getting 
properly cared for? 

Mr. Nier. It’s my sense, sir, that it’s the presumptive period. 
That’s why we want it extended. 

Mr. Kennedy. But the presumptive period because Mr. Evans 
and I and the Chairman worked on this last year would only cover, 
as I understjmd that issue — Mr. Chairman, maybe you can help me 
if I’m wrong about this, but I thought that that only dealt with 
those individuals who would be coming forward now who had not 
previously felt that they had illnesses that related to their service 
in the Gulf. Is that really the only category of veterans that you’re 
suggesting are not being properly cared for or are there, in fact, 
others who are just going in and are feeling like they’re not get- 
ting — ^you know, they go in and they say, “Listen, I’ve got these 
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complaints,” that they did, in fact, register but they’re just not get- 
ting the proper care? 

Mr. Nier. Yes. Our concern is. Senator, that it could be when 
the 

Mr. Kennedy. My uncle would not be pleased with that one, 
Mr. 

[Laughter.] 

Mr. Nier. I’m sorry. 

Mr. Kennedy. The Chairman probably would be just as happy to 
have me move out, but anyway. 

Mr. Nier. Sorry. The coming forth of the veterans with individ- 
ual symptoms may not have been granted the compensation. We 
feel that they now should be looked at with collective symptoms. 
And perhaps they would be eligible for the compensation and care. 

Mr. Kennedy. I could pretend I understood what you just meant 
by that. Can you just explain that for a second, please? 

Mr. Nier. Well, they could have come forth early on with a symp- 
tom that was not recognized as compensable by the VA. 

Mr. Kennedy. I see. 

Mr. Nier. Later they may have come forth with more symptoms 
that looked at collectively may 

Mr. Kennedy. I see. But it is really the category of veterans that 
have the requirement or the need to actually declare themselves 
victims of the syndrome at this stage, rather than people who have 
been treated in the past who have declared themselves to be vic- 
tims of the syndrome. You’re feeling that those veterans, which I 
think would be the vast majority of the ones that are being cared 
for by the VA, are getting adequate care? I’m just trying to get an 
understanding of what you’re suggesting. 

Mr. Nier. I think so, yes, sir. 

[The information follows:] 

To date, approximately 2000 Guard/Beserve members have completed diagnostic 
evaluations through the CCEP; however, the number of individuals who may be in 
need of follow-up care is unknown. Guard/Reserve personnel have limited entitle- 
ment to follow-up treatment within the MHSS unless they have a medical condition 
which can be shown to be service connected according to strict criteria. Provisions 
of Public Law entitle any Persian Gulf veterans who may have been exposed to a 
toxic substance or environmental hazard to receive follow-up care through the VA. 
The Department will be working with VA to make certain that Guard /Reserve per- 
sonnel evaluated through the CCEP are aware that they may apply for follow-up 
care through the VA system. 

Mr. Kennedy. Yes. 

Mr. Nier. Right. 

Mr. Kennedy. Okay. Thank you very much. 

The Chairman. Dr. Cooksey, do you have questions? 

Dr. Cooksey. No, no questions. Thank you. 

The Chairman. Thank you, sir. 

Mr. Peterson, no questions? Who’s next? Mr. Bilirakis, do you 
have a statement? 

Mr. Bilirakis. Just one, Mr. Chairman. I guess it’s more a fol- 
low-up to Mr. Kennedy’s. 

Is it your feeling, your strong feeling — I know you referred to the 
study, the presumptive period. But is it your strong feeling that if 
that were extended, that it would probably pick up an awful lot of 
the disallowances 
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Mr. Nier. Yes, sir. 

Mr. Bilirakis (continuing). By the problems? 

Mr. Nier. Yes, sir. 

Mr. Bilirakis. Do you have any feeling as a result of your own 
research and whatnot as to what that period should be? 

Mr. Nier. Yes. We have our own Gulf War registry. And we are 
really pursuing this issue within our organization. 

Mr. Bilirakis. Okay. But you have no recommendation to this 
Congress in terms of whether it should be 3 years, 4 years, or 

Mr. Nier. Open-ended. Yes, sir, we do. 

Mr. Bilirakis. Open-ended? 

Mr. Nier. Open-ended. Yes, sir. 

Mr. Bilirakis. I see. 

Mr. Nier. That’s our recommendation. 

Mr. Bilirakis. All right. Thank you. Thank you, Mr. Chairman. 

The Chairman. Dr. Snyder? No questions. Mr. Peterson? No 
questions. Bob Filner? 

Mr. Filner. Thank you, Mr. Chairman. 

I apologize for missing your statement. I heard you this morning. 
So I’m sure I agree with eversdhing you said. But let me tell you 
why I missed your statement. And I’d like to have some advice on 
this because it seems to exemplify the problems that people are 
dealing with or having with the establishment, as it were, the folks 
who are supposed to be helping us out of this. 

I was meeting with a couple of your members from California, 
very serious people, looked to me very credible, — ^they had one of 
your hats on; so I assume they were very credible — explaining to 
me that a set of doctors that they knew working both in Texas and 
in California had because of relatives who had come down with 
these symptoms got very personally involved with the research, et 
cetera, and had developed some laboratory tests that involve tests 
that most doctors wouldn’t either know about or how to do. They 
have to do with white cell testing, DNA prints, and claim to have 
been able to diagnose the set of symptoms in some very precise 
ways and then treat them in very successful ways. And they have 
case studies now up to 6,000. The way they relayed it to me they 
have not been able to get an official hearing on what exactly 
they’re doing and the success the/ve had. 

Now, does that sound credible to you, that story? and what is the 
problem with people who are seeming to make gains in this not 
getting a respectffil hearing about things that might help thou- 
sands and thousands and thousands of people? Does this story 
sound at all credible? 

And what should we do about it? I’d like to ask both you and the 
Chair: If there is something to this, how do we get these stories out 
here? 

Mr. Nier. I do not know. I can’t respond to the credibility. I 
would think it is, sir, if it came from VFW members. Who were 
they asking for the hearing with? I’m not quite sure. 

Mr. Filner. I didn’t have time to go over the full story because 
I want to come back and talk to you. But they were explaining 
their studies had been submitted to the Pentagon and to the com- 
missions. And people were just not paying any attention because 
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these were not doctors within the normal network or the normal 
establishment, as it were. 

Mr. Nier. I am just being told that we have encouraged the VA 
to look into this. It’s a Mr. Garth Nicholson, I believe you said, a 
microbiologist? 

Mr. Filner. I think so. 

Mr. Nier. So that story is, in fact, credible. And we are encourag- 
ing the VA to meet with them, sir. 

Mr. Filner. I hope we as a Committee or as a group could en- 
courage that. It sounded to me to be very real. The response that 
they have encountered sounded to me typical of some of the defen- 
siveness and inability to accept things outside the normal chain of 
command but might have success. At least it’s worthy given what 
we are dealing with as a nation of some interest. 

The Chairman. Mr. Filner, we have members of the VA here 
today. And you can ask them that question. 

Mr. Filner. Theink you very much. I appreciate it. 

I yield to Mr. Evans, please. 

The Chairman. Mr. Evans. 

Mr. Evans. I understand Garth Nicholson’s concerns are being, 
investigated by the United States Army at this point, not the VA, 
that the 5 ^re looking into it. 

Mr. Filner. I am not certain this is the right name or not, frank- 
ly, but we 

Mr. Evans. Is that the name? 

Mr. Filner. I’m not sure. That’s what they think they 

Mr. Nier. It is one of several, sir. 

Mr. Evans. The VA is also funding some studies. I think you can 
direct your questions to them when they come up 

Mr. Filner. Fine. Thank you. 

Mr. Evans (continuing). About some studies that they are going 
to fund in the next fiscal year. 

The Chairman. Are there other questions? Mrs. Chenoweth? Mr. 
Bachus? Spencer? 

Mr. Bachus. Thank you. 

Commander, this 95 percent that we hear, is this of all disability 
benefits or these are just the mysterious illnesses, undiagnosed, or 
is this all of them? 

Mr. Nier. All of them, sir. 

Mr. Bachus. But that’s the total of 

Mr. Nier. That’s correct. 

Mr. Bachus (continuing). Over what? Over 7,000. And we’ve only 
had about 400 of them honored? 

Mr. Nier. Right. 

Mr. Bachus. Are you familiar that the GAO took a look at that, 
the reasons for these denials? Have you all reviewed the GAO’s — 
do you all have any comment maybe on the GAO study? 

Mr. Nier. Go ahead, Mr. Steadman. 

Mr. Steadman. Sir, we are familiar with that. Our staff is re- 
viewing that currently, taking a look at what GAO had to say 
about it. 

Mr. Bachus. How does this 95 percent figure, say, correlate to 
earlier wars and disability claims under those wars, say Vietnam? 
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Mr. Nier. We think it’s inordinate, but I would suggest you ask 
the VA that, sir. 

Mr. Backus. Okay. I think it would be important to 

Mr. Nier. Yes, sir. 

Mr. Backus (continuing). Take a look at how it varied. 

Also, we did note that a lot of the veterans were never told that 
they had to give evidence that this manifested itself within 2 years, 
which we have now extended. Do you think this played a big fac- 
tor? Do you t hi nk 

Mr. Nier. Yes, definitely. 

Mr. Steadman. One of the Presidential Advisory Committee’s in- 
terim findings was that both DOD and VA needed to expand their 
outreach efforts. 

Mr. Backus. Thank you. 

The Chairman. Thank you, sir. 

Mr. Bishop, did you have any questions? You’re the last one on 
this panel or we’ll go to the next panel if you don’t. 

Mr. Biskop. No, no. I’ll pass. 

The Chairman. Thank you, sir. Gentlemen, thank you. Com- 
mander, we hope to see you later on this evening. 

Mr. Nier. Thank you, Mr. Chairman. 

The Chairman. If we could have the third panel, then, please, to 
come up? Dr. Garthwaite, the Deputy Under Secretary of Health, 
Department of Veterans Affairs; — ^this may be the appropriate time 
to ask that question you just asked, Spencer — Dr. Rostker, special 
assistant to the Deputy Secretary of Defense for Gulf War Illnesses 
from the Department of Defense; and Dr. Jackson at the National 
Center for Environmental Health, Centers for Disease Control and 
Prevention, Department of HHS. 

Gentlemen, your entire statements will be submitted for the 
record and will be printed in the record in full. We would appre- 
ciate it you could summarize within the 5-minute time limit. Dr. 
Garthwaite. 

STATEMENTS OF THOMAS GARTHWAITE, M.D., DEPUTY UNDER 
SECRETARY FOR HEALTH, DEPARTMENT OF VETERANS AF- 
FAIRS; STEPHEN C. JOSEPH, M.D., M.P.H., ASSISTANT SEC- 
RETARY OF DEFENSE FOR HEALTH AFFAIRS, DEPARTMENT 
OF DEFENSE; DR. BERNARD ROSTKER, SPECIAL ASSISTANT 
TO THE DEPUTY SECRETARY FOR DEFENSE FOR GULF WAR 
ILLNESS, DEPARTMENT OF DEFENSE; AND RICHARD J. 
JACKSON, M.D., M.P.H., NATIONAL CENTER FOR ENVIRON- 
MENTAL HEALTH, CENTERS FOR DISEASE CONTROL AND 
PREVENTION, PUBLIC HEALTH SERVICE 

STATEMENT OF THOMAS GARTHWAITE, M.D. 

Dr. Garthwaite. Thank you, Mr. Chairman and members of the 
Committee. I am pleased to have this opportunity to update you on 
VA’s Persian Gulf War-related programs. 

VA continues to improve and expand our efforts to meet the 
needs of Persian Gulf veterans using a four-pronpd approach, in- 
cluding medical care, research, compensation, and education. Each 
of these areas also involves significant efforts at outreach to Per- 
sian Gulf War veterans. The department is on record regarding its 
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accomplishments in each of these areas, and I would like to high- 
light our progress and note our recent initiatives and plans for the 
future in each area. 

With regard to medical care, the VA’s clinical response to Gulf 
War veterans includes completed registry examinations on 63,000 
Persian Gulf War veterans, 1.8 million outpatient visits for 191,000 
veterans, hospitalizations of 19,000 veterans, comprehensive eval- 
uation at Persian Gulf War referral centers for 350 veterans, and 
counseling for 74,000 veterans at VA Readjustment Counseling 
VET centers. 

The Presidential Advisory Committee agreed with the Institute 
of Medicine’s conclusion that the clinical evaluation programs of 
the VA and Department of Defense are excellent for the evaluation 
and diagnosis of Gulf War veterans’ illnesses. We believe, however, 
that we need to enhance the consistency of treatment of Persian 
Gulf War veterans and have implemented several initiatives aimed 
at improving care. 

First, we are about to release a self-study program for physicians 
which will serve as a supplement to our current educational efforts. 

Second, our customer feedback center is developing patient satis- 
faction surveys which will target Persian Gulf War veterans. The 
center has surveyed more than 200,000 veterans overall, and their 
data is a critical part of our expanding performance measurement 
system. We will focus this resource on Persian Gulf War veterans. 

'Third, we have developed quality indicators and performance 
standards for Persian Gulf War examinations. 'The results of these 
ongoing assessments will guide additional program changes in our 
educational efforts. 

Fourth, I am pleased to announce that we are establishing serv- 
ice evaluation and action teams in each of our 22 Veterans Inte- 
grated Service Networks (VISINs). These teams are being formed 
to improve communication with veterans and to improve the re- 
sponsiveness of VA health care dehvery. These initial teams will be 
piloted with Persian Gulf veterans. 

The teams will provide a mechanism for each network to continu- 
ously assess opportvmities to enhance the effectiveness of VA clini- 
cal programs and respond to veterans’ concerns. The teams, com- 
prised of at least eight members representing a variety of dis- 
ciplines and interests, including veterans, quality improvement 
specialists, patient representatives, and clinicians, will listen to 
and monitor trends in veterans’ concerns about health care access, 
appropriateness of care and quality, and fulfillment of VA man- 
dates. The information on reported concerns and recommendations 
for resolution will be referred to local medical center staff for 
action. 

With regard to research, VA, as lead agent for federally spon- 
sored Persian Gulf War research programs, has already laid the 
foundation for a comprehensive research plan. Together with the 
Persian Gulf War Veterans Coordinating Board’s Research Work- 
ing Group, VA has developed a structured research portfolio of 
more than 80 projects to address the currently recognized highest 
priority medical and scientific issues. 
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VA’s own research program related to Persian Gulf War veter- 
ans’ illnesses includes more than 30 individual projects being car- 
ried out nationwide by VA and university-affiliated investigators. 

With the potential of exposure of some troops to low-dose sarin 
and cyclosarin as a result of the demolition at Khamisiyah, the Co- 
ordinating Board has revised its action plan. The modified plan will 
address possible long-term health consequences of low-level expo- 
sure to chemical warfare, neurotoxins, and mustard gas. 

A recent review of the published scientific literature carried out 
by independent, nongovernment and government scientists sug- 
gests that readily identifiable long-term adverse health effects due 
to nerve agent exposures only occur in humans who show signs of 
acute toxicity or poisoning. However, research in this area is sparse 
and the absence of proof is not proof of absence. 

In VA’s judgment, this information does not preclude the possi- 
bility that clinically important adverse health effects occur in the 
setting of low-level neurotoxin exposures, especially if combined 
with other components or environmental stressors. The Coordinat- 
ing Board has recommended that more research resources be allo- 
cated to address this question, and we strongly agree with this 
approach. 

Based on the Coordinating Board’s recommendation, the newest 
recommendations from the Presidential Advisory Committee have 
been already incorporated into the Coordinating Board’s latest re- 
search worlang plan, including investigation of the potential chron- 
ic health effects of low-level chemical warfare agent exposures, ex- 
panded research on the physiologic effects of non-traumatic emd 
traumatic stress and investigations of the effects of pyridostigmine 
bromide in combination with other exposure agents. 

Funding for these new efforts will come from DOD’s appropria- 
tion. And a copy of them has been provided to the Committee. 

In concert with the Coordinating Board’s recommendations, VA’s 
research service is developing a strategic plan for an environmental 
health research agenda that specifically focuses on low-level expo- 
sures. To enhance the scientific dialogue amongst researchers, VA 
has organized a symposium on exposure to neurotoxins which 
bridges both military and civilian incidents and related research. 
At this symposium next month, a multidisciplinary group of ex- 
perts from around the world will meet to focus on finding innova- 
tive solutions to these perplexing problems. 

VA and DOD are partnering to expand their portfolios on stress- 
related research through the cooperative research program. 

With regard to compensation, Mr. Chairman, as you know, we 
have a special provision of law governing compensation of 
undiagnosed illnesses. VA strongly supported Public Law 103-446 
to allow VA to pay compensation to any Persian Gulf veteran with 
a chronic disability resulting from an undiagnosed illness. 

In the regulation implementing the statute, we establish a 2-year 
presumptive period. There have been growing concerns that the 2- 
year presumptive period for undiagnosed illness may no longer be 
appropriate. Some veterans are reporting even now that they are 
experiencing, for the first time, unexplained illnesses that they be- 
lieve are related to their service in the Persian Gulf. 
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Because of these concerns, the Secretary recommended to the 
President in early January that the issue of the presumptive period 
be revisited. On January 7, the President announced that he had 
approved this recommendation and asked Secretary Brown to re- 
port back to him in 60 days. 

During the 60-day period, the Secretary is gathering as much in- 
formation as possible from veterans, veterans’ service organiza- 
tions, members of Congress, and VA officials. The Secretary will 
provide advice to the IVesident with regard to extending the pre- 
sumptive period by March 8, 1997. 

In the area of outreach and education, VA has a national train- 
ing program for VA staff, including clinical meetings, satellite video 
conferences, teleconferences, printed fax sheets, and the planned 
self-study course I mentioned above. In addition, the Persian Gulf 
review is sent quarterly to a large mailing list, including all veter- 
ans on the Persian Gulf registry. The Persian Gulf hotline provides 
veterans and their families with a link to services and information 
available to Persian Gulf veterans. 

Risk communication will be an emphasis in both VA’s education 
and outreach programs. Coordination with DOD will occur to the 
Persian Gulf Coordinating Board’s clinical working group. 

VA vet centers, which were cited by the Presidential Advisory 
Committee as models for outreach, will be utilized in applying their 
time-proven strategies to risk communication and outreach to spe- 
cific Persian Gulf populations. 

In 1996, VA purchased satellite time to conduct one-on-one inter- 
views with TV stations in top media markets for prime-time view- 
ing. And we’ll use this approach for future risk communication. 

In response to the Presidential Advisory Committee interim re- 
port, VA hired a media marketing firm to distribute to print, radio, 
and television public service announcements and to provide follow- 
up reports on market penetration. This will be continued in 1997. 

The Presidential Advisory Committee recommended that VA pay 
special attention to bilingual communications in areas with specific 
Latino populations. In 1996, VA published the first Spanish lan- 
guage version of “Federal Benefits for Veterans and Dependents.” 
VA will also conduct Spanish language print, radio, and television 
interviews targeting Persian Gulf veterans. 

The Presidential Advisory Committee also recommended special 
attention to women veterans. This has been a commitment of VA 
for many years. The VA women veterans’ health pro^ams have in- 
cluded Persian Gulf information in their national training pro^am. 
Vet centers also include women veterans as a specific population 
for outreach related to readjustment counseling. This will continue. 

VA is also conducting a thorough review of its reproductive 
health policies, including genetic counseling, as part of our eligi- 
bility reform package or as part of our writing regulations for the 
eligibility reform package passed by this body. The Presidential Ad- 
visory Committee recommendation will receive serious consider- 
ation as part of this review process. 

In closing, I would like to thank the Presidential Advisory Com- 
mittee for the thorough, in-depth review they provided to the com- 
plex issues of Persian Gulf veterans’ illnesses and the thoughtful 
recommendations they have made to further address them. They 
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have provided a significant service to the veterans of that war and 
to those responsible for caring for them. 

That concludes my statement, be happy to answer your ques- 
tions. 

[The prepared statement of Dr. Garthwaite appears on p. 329.] 

The Chairman. Thank you, Doctor. We’ll continue on through the 
panel and then get to the questions. 

Dr. Joseph from Department of Defense. 

Dr. Joseph. Thank you, Mr. Chairman. It’s a pleasure to be here. 

My statement is long and detailed. And, with your permission. 
I’d submit it in its entirety for the record and very, very briefly 
summarize and then come back to take your questions and com- 
ments. 

'The Chairman. Thank you, sir. We appreciate it. 

STATEMENT OF STEPHEN C. JOSEPH, M.D., M.P.H. 

Dr. Joseph. I am going to comment on four areas. The first is 
an overview, a history of the clinical and health research activities 
we have undertaken in the Department of Defense. 

Second, I will say a few words about research, although I think 
Mr. Garthwaite has covered that ground very thoroughly. 

Third, I want to make some comments about specific steps that 
we took on the medical side after learning of the Khamisiyah inci- 
dent. 

And then, finally. I’ll say something about changes we have made 
in the Department’s medical force protection and surveillance ac- 
tivities. I will go into more detail on that if you want, although it 
may be a little peripheral to this Committee’s specific hearing 
today. But, the question keeps coming up, and I’m sure you heard 
it earlier today from the Presidential Advisory Committee: What 
have we learned from the Gulf experience that we’ll put into place 
to protect future deplo 5 rments? 

We began in the Spring of 1994, several weeks after I was con- 
firmed, to build a health and medical research activity. We first 
began with what has become known as our Comprehensive Clinical 
Evaluation Program. 

At that time, the department had nothing in place. We began by 
working very closely with the model that the VA had begun devel- 
oping somewhat earlier. Our first consideration was providing care 
to our people, taking care of the Persian Gulf veterans with S 5 mip- 
toms and illnesses. 

We set up a hotline, and began the CCEP program, again, with 
close coordination with the VA. That program has grown into a 
program that now has had 38,000 people re^stered, almost 30,000 
receiving very sophisticated medical evaluations. And, as was pre- 
viously said, all the groups that have looked externally at the VA 
and our own clinical programs — the Presidential Advisory Commit- 
tee, the Institute of Medicine, et cetera — have given us very high 
marks for those activities. 

We always say when we talk about them that these are not rig- 
orous research pro^ams. They were developed to take care of our 
people in the first instance. Second to use that experience, now a 
very large experience of some 60,000 people on the clinical side, to 
give us insights and signposts and guidelines in terms of the direc- 
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tions that we need to proceed in with regard to these symptoms 
and illnesses. 

You’ve heard earlier from the PAC — and you will hear it wher- 
ever you look — at the VA, at the DOD’s clinical programs, at the 
Institute of Medicine, there is a very strong unanimity of findings 
coming out of the clinical program. The most important one is that 
there is no evidence for a single or unique illness. There is not a 
Gulf War Syndrome. Rather what there is, is a broad and large col- 
lection of symptoms and illnesses due to a variety of causes that 
do not fit a case definition. They certainly do not fit a single cause 
or etiology as the explanation for most, or any great part, of the 
illnesses. 

As we set up this clinical evaluation program, we also had an ex- 
ternal independent, highly credible person — the dean, at the time, 
of the Tulane School of Public Health — look at our plans for the 
program, we wanted him to look over our shoulder. 

At that same time we asked the Institute of Medicine of the Na- 
tional Academy of Sciences to set up a small committee — different 
from the larger research committee that they have set up to follow 
along with us — to look over our shoulder, critique our efforts, see 
whether they thought we were on the right road with our clinical 
evaluation protocol, itself, and also our conclusions. I believe that’s 
probably been helpful to the VA as well. 

This is ongoing. And it’s especially important since Khamisiyah. 
As I said, we now have about 38,000 people on the registry. 

With research, the only thing I would add to what Mr. 
Garthwaite has said is to stress again the importance of the Per- 
sian Gulf Veterans’ Coordinating Board and the kind of research 
coordination that has enabled the agencies, principally VA and 
DOD but also HHS, to get a focus on where we’re going and where 
the gaps are and to avoid duplication. 

The DOD will spend $27 million this year on Persian Gulf ill- 
nesses research, specifically focusing on the areas that Mr. 
Garthwaite mentioned. 

With Khamisiyah, the rules changed. Our awareness changed, 
and our concerns about whether or not there was probable evidence 
of exposure to chemical weapons changed. We immediately took a 
series of medical steps to go back and look at those people we al- 
ready evaluated in the CCEP; those who belonged to units that we 
judged to have been in the Khamisiyah area to see if, with that dif- 
ferent knowledge through hindsight, we might find different pat- 
terns. Patterns that we had overlooked before. 

To cut to the chase, in various other reviews and new listings of 
patients plus correlating CCEP participants with Khamisiyah, the 
only thing that I would say is: we see no pattern emerging that 
would show those people on our clinical register who were at 
Khamisiyah, or presumed to be at Khamisiyah, looking any dif- 
ferently in terms of their symptoms or their diagnosed illnesses. 

Finally, about 2 years ago — and I wholeheartedly welcome the 
PAC statements on this issue — ^we began a change, in a very major 
way, the means by which we medically protect our people when 
they are going to deploy. 

Should you be interested. I’ll go through the list of things that 
we now do pre-deplo 3 Tnent: better education, better health assess- 
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ments, personnel registers; during deployment: laboratories in the 
field for preventive medicine surveillance, environment surveil- 
lance, combat stress teams in the field; and then, post-deployment: 
health assessments, psychological questionnaire, and serum speci- 
mens in the bank, plus an enhanced level of electronic telemedicine 
capability to watch people’s health during deplo 5 mients. 

We have implemented this during Bosnia. The Bosnia deploy- 
ment is very different, in terms of force protection from a medical 
point of view, than previous deployments have been. 

And, by the way, our experience in Bosnia on the illnesses side 
has been very, very good — really extraordinarily good. The illness 
rate in Bosnia has been lower than the average illness rates of 
troops in CONUS without deployment. 

ni stop there. I’ll be happy to go back and pick up any of the 
areas you wish to talk about. 

[The prepared statement of Dr. Joseph appears on p. 344.] 

The Chairman. Thank you, sir. We may get into some of these 
others at a later hearing in more detail. 

Dr. Rostker from the Department of Defense. 

STATEMENT OF DR. BERNARD ROSTKER 

Dr. Rostker. Mr. Chairman, thank you for the opportunity to 
appear before the Committee this aft;emoon. As you know, the Dep- 
uty Secretary of Defense, Dr. John White, appointed me Special As- 
sistant for Gulf War Illnesses on November 12, 1996. 

As a special assistant, my first priority is the health and welfare 
of our veterans and our troops. In this capacity, I serve as the DOD 
coordinator for all issues relating to Gulf War illnesses. 

I see the Gulf War illnesses mission in three parts: first, to en- 
sure that all who served in the Gulf receive appropriate medical 
care; second, that DOD does its part to ensure that we conduct a 
complete emd thorough investigation to determine why so many of 
our veterans are ill; and, third, to apply our findings to future de- 
ployments. 

The guidance from President Clinton is clear. He said, and I 
quote, “I want to assure all of you that we will leave no stone 
unturned in our efforts to investigate Gulf War illnesses and to 
provide our Gulf War veterans with the medical care they need. 
There are mysteries still unanswered, and we must do more.” I 
make it my business every day to leave no stone unturned. 

To carry out this important task entrusted to me by the Deputy 
Secretary, I have expanded by an order of magnitude the Depart- 
ment of Defense’s investigative organization. The original team of 
12 has been subsumed by a larger, more focused organization. And 
I have completely revamped the way we do business. 

We are ensuring that we have the investigators and the analysts 
necessary to fully review current known episodes and I have the 
authority to search out and pursue reports of new incidences. 

I have expanded into new areas to initiate a proactive risk com- 
munication strategy with two-way communications between the 
DOD and VA and the veterans as recommended by the President’s 
Advisory Committee that you heard from earlier. 

Today when a veteran calls our telephone hotline to offer infor- 
mation, the veteran receives a follow-up call and is interviewed by 
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a trained investigator, who ensures that information is incor- 
porated into our case files. We are making significant strides in 
eliminating our backlog in all types of communication and in call- 
ing back to our veterans. These callbacks not only provide an in- 
depth debrief but for the future establish a dialogue between a sin- 
gle point of contact in my office and the reporting Gulf War 
veteran. 

We are also placing e-mail capability on our GulfLINK Web site, 
which will enable us to be even more responsive to the concerns of 
our veterans and to more easily involve them in the investigative 
process. All of these actions contribute to increasing our under- 
standing. 

We also collaborate very closely with the veterans’ service organi- 
zations to increase their knowledge about potential exposures dur- 
ing the Gulf War. For example, on December 11, 1996, we hosted 
the VSOs at a demonstration of the protective gear and chemical 
equipment used during the Gulf War, particularly the M-8 alarms, 
256 test kits, and the Fox chemical reconnaissance vehicles. They 
indicated to us that they appreciated the opportunity to become 
more familiar with the equipment that has often been described in 
the media and was the subject of congressional debate. 

Additionally, on January 30, last week, we hosted a group from 
the VSOs to tour our new office complex and callback operations, 
which allowed them the opportunity to meet with our people and 
to focus on our operations. 

We have also formalized the structure for our incidence inves- 
tigation. We are now preparing a series of case narratives that 
summarize what we know about such incidents as Khamisiyah, the 
Marine breaching operation, operational logs, Fox alarms, 
pyridosti^ine bromide, and every other issue under investigation. 
And I’d like to add that within the next week, we expect to publish 
our first case narrative on Khamisiyah. 

These narratives will be a status report to the American people 
of what we knew, when we knew it, and what actions we’re taking. 
As we prepare these narratives, they not only show us what we 
know, but they also, and perhaps most importantly, reveal what we 
don’t know, allowing us to focus on our investigative actions. 

The first case narrative is Khamisiyah, and it will be available 
in the near future, as I indicated. 

We expect this process to facilitate the dialogue between us and 
our veterans and their families. This is the start of a process, not 
the end of a process. We expect that veterans will contact us with 
more information so we can flush out the record and provide the 
best information possible. 

The expansion of my office has also allowed us to broaden our 
focus on other possible causes of Gulf War Illness. For example, we 
are beginning to devote more resources to the investigation of pos- 
sible environmental hazards such as pesticides and insecticides as 
we reconstruct the events that occurred during the Gulf War, we 
will look closely at our doctrine, policies, and procedures. 

We must be completely open minded in our analysis and make 
the requisite changes based upon the lessons that we learn. 

We are building on the major health programs initiated by DOD 
to care for those still on active duty or otherwise eligible for DOD 
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care. The Comprehensive Clinical Evaluation Program that Dr. Jo- 
seph spoke about was established to provide in depth evaluations 
of health concerns of Gulf veterans who are on active duty or serve 
in the National Guard or Reserve. 

We have asked all personnel who want to be evaluated to contact 
the pro^am to schedule an appointment for medical evaluation. 
And this is very important. Sometimes there’s some confusion 
about who was at Khamisiyah or not at Khamisiyah. Anyone who 
has a concern about their health who served in the Gulf needs to 
contact DOD or the veterans — Department of Veterans Affairs. 

To date, more than 38,000 Gulf War veterans have registered. 
And of those, 30,000 have been — requested medical examinations. 
The Department of Veterans Affairs has completed in excess of 
63,000 examinations. 

As you know, last month I withdrew the DOD staff paper pub- 
lished on GulfLINKS which discounted low level exposure as the 
cause for Gulf Illness. In doing this, I noted that the PAC had con- 
cluded that current scientific evidence does not support a causal 
link between low level chemical exposure and undiagnosed Gulf Ill- 
nesses. 

However, the PAC also recommended additional research is war- 
ranted. We concur in this assessment and plan to fund the appro- 
priate research. I appropriate this subject with a completely open 
mind. Our research agenda is clear evidence of this. And again, we 
will coordinate this research program with HHS and VA through 
the established Persian Gulf Veterans’ Advisory Board. 

The Chairman. Do you have very long to go? 

Dr. Rostker. About another 2 or 3 minutes. Want me to stop? 

The Chairman. I wish you would, sir. 

Dr. Rostker. Okay. 

The Chairman. We’ve got seven, eight more witnesses to go and 
two more panels. We appreciate it very much. 'Thank you. 

If you could maybe just briefly summarize what you have left 
there, and perhaps members 

Dr. Rostker. Well, let me just say in conclusion that we are 
wholeheartedly committed to finding out everything we can about 
the factors that impact on Gulf Illness. This is absolutely nec- 
essary, not only because it’s right for our veterans, but also because 
it’s imperative for the future safety of our troops. 

Thank you, sir. 

The Chairman. Thank you, sir. And your entire statement will 
be put into the record. 

Dr. Rostker. Thank you, sir. 

[The prepared statement of Dr. Rostker appears on p. 356.] 

The Chairman. Dr. Jackson. 

STATEMENT OF RICHARD J. JACKSON, M.D., M.P.H., DIRECTOR, 

NATIONAL CENTER FOR ENVIRONMENTAL HEALTH, CEN- 
TERS FOR DISEASE CONTROL AND PREVENTION 

Dr. Jackson. Good afternoon. Mr. Chairman, thank you for the 
invitation to be here. 

I’m Dr. Richard Jackson. I’m Director of the National Center for 
Environmental Health, the Centers for Disease Control. To my 
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right is Dr. Stewart Nightengale, Associate Commissioner at the 
Food and Drug Administration. 

We’re here to comment on the Presidential Advisory Committee 
recommendations, and I have extensive comments on CDC’s in- 
volvement in my written testimony. I’ll just summarize our com- 
ments here. Dr. Nightengale will respond on the FDA comments as 
well. 

We would like to commend the Presidential Advisory Committee 
for its comprehensive review of the complex issues involving exam- 
ining the health consequences. We take note of the PAC’s finding 
that many veterans were clearly experiencing medical difficulties 
connected with their service in the Gulf War. 

In fact, CDC’s — HHS’s own studies have reached a similar con- 
clusion. 'The causes of these illnesses need to be thoroughly inves- 
tigated. However, answering such questions is exceeding complex, 
and we may never be able to determine the precise causation of ill- 
ness in all Persian Gulf Veterans. 

That is why it’s important for us to examine future actions that 
can be taken to control or prevent health problems among our mili- 
tary personnel. In this regard, it’s essential that HHS continue its 
close collaboration with DOD and VA. 

This collaboration has resulted in several well designed inves- 
tigation of health outcomes among Persian Gulf vets. 

We concur with the Presidential Committee on the importance of 
health communication in — ^health education in dealing with Gulf 
War veterans. Several centers at CDC, NIOSH, also at the Agency 
For Toxic Substances, have a lot of expertise in this area. As rec- 
ommended by the PAC, we were very willing to provide that help 
and those services. 

The PAC also emphasized the important role of public advisory 
groups. HHS has had a lot of experience with this. In fact, the 
IOWA study that CDC was the lead on, we worked with both a vet- 
erans’ advisory group as well as a science advisory group. 

The public advisory groups often provide a lot of critical informa- 
tion and advice — the use of language, whatever, in the design of 
these studies. And they also help to increase the public awareness 
of both the strengths and the limitations of epidemiologic studies 
and hopefully will help in public acceptance of the study results. 

I’d like to make a strong point about the importance of peer re- 
view, and that whatever results come out have to be reviewed by 
arm’s length third party reviewers in order to stand that kind of 
scrutiny. 

The advisory committee recommended several priority research 
areas. For example; the long term effects of low level exposure to 
chemical agents, the long term effects of stress, the long term ef- 
fects of carcinogens and mutagens, and the long term effects of the 
interactions between drugs such as pyridostigmine bromide and 
other agents. 

Obviously we concur with those recommendations. 

HHS is in full agreement with the committee on anticipating 
post-conflict health concerns associated with military employment. 
Now the ongoing studies of Persian Gulf veterans will contribute 
to our understanding of the effects of military service. 
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However, most of these studies are limited by their retrospective 
nature. By looking back over time, we’re very aware of the difficul- 
ties in trying to address concerns that develop months and years 
after deplo 3 Tnent. 

In most instances, investigators are called in only after an envi- 
ronmental health problem is suspected. And as a result, base line 
data on the health of the military personnel is often lacking. 

It’s essential that we take a more forward looking approach to 
evaluating veterans’ health concerns. And such an approach would 
consist of a) gathering baseline data on the health of military per- 
sonnel; b) surveillance systems for adverse health outcomes; c) de- 
veloping better troop locator methods, knowing where people are 
serving; and identifying risk factors for stress related conditions. 

And this would include — and this is very important — collection 
and storage of baseline and post-deployment serum samples, blood 
samples. 

We would like to commend the PAC for its emphasis on stress 
related disorders. As the report points out, stress is known to affect 
the brain, the immune system, heart, other endocrine immtme re- 
sponses. And further study of the impact of stress on physical as 
well as psychological functioning can only benefit our efforts in 
helping the veterans. 

The Presidential Advisory Committee recommends that the Gov- 
ernment consider methods for routinely sampling military popu- 
lations regarding reproductive health so that an appropriate base- 
line exists. In particular, the report suggests that DOD work with 
CDC’s Center For Health Statistics on our national survey for fam- 
ily growth. 

This is a survey of women of childbearing age to look at repro- 
ductive health, family planning, maternal and child health, sexu- 
ally transmitted diseases, HIV infection. And obviously, CDC would 
be pleased to provide the technical consultation to do so. 

Finally, the PAC commented on FDA’s Interim Final Rule per- 
mitting waiver of informed consent for use of unapproved products 
in a military emergency. The committee expressed concern about 
the time FDA has taken to reopen the rule making process. 

The FDA intends to reopen the rule making process and will so- 
licit public comment in line with the committee’s report. This pub- 
lic comment will be directed towards whether FDA should finalize 
the rule, modify it, or eliminate it completely. And FDA will also 
continue to work, as it has over the last several years, with DOD 
and others on this. 

I will not comment on the lOM report because of time. But in 
summary, DOD and VA have the primary responsibility for protect- 
ing the health of military personnel, and HHS will strongly and 
does strongly support the findings of the Presidential Commission. 

To the extent possible, we will work closely with these two agen- 
cies on this. We owe a debt of gratitude to the veterans and to all 
men and women in military service. 

And I will be glad to answer any questions that the committee 
may have. 

[The prepared statement of Dr. Jackson appears on p. 362.] 
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The Chairman. Thank you, Doctor. And thank you, gentlemen. 
If you would respond to the questions, we’ll move right along. Mr. 
Evans. 

Mr. Evans. Thank you, Mr. Chairman. 

Dr. Garthwaite, you indicated that there are some 80 studies in 
progress at this point, research studies, by the VA. Can you submit 
to us kind of a summary of each one of those studies? 

Dr. Garthwaite. We will be more than happy to, sir. 

[The information follows:] 
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PREFACE 


PREFACE 

Persian Gulf War veterans report a variety of symptoms and illnesses that may have been 
caused by their military service. Although the Departments of Veterans Affairs (VA) and 
Defense (DoD) have taken important steps to ensure that these veterans have access to quality 
medical care, there is an urgent need to increase understanding of the nature and extent of these 
illnesses, and their potential connection to service in the Persian Gulf 

The overwhelming majority of Persian Gulf veterans who have come to VA or DoD for 
medical care have been found to have common conditions and have received appropriate 
treatment for their problems. However, similar to the general civilian population, some veterans 
have symptoms that are difficult to explain using current diagnostic criteria for illnesses. A 
critical unresolved issue is whether they are experiencing these symptoms at a higher rate than 
comparable non-Persian Gulf war veterans. In addition, many veterans have questioned whether 
the illnesses that are common and diagnosable are etiologically linked to their service in the 
Persian Gulf conflict. While many medical questions have been answered with existing 
knowledge of the Persian Gulf veterans’ experience, others require scientific research. 

The VA, DoD, Department of Health and Human Services (HHS), and Environmental 
Protection Agency (EPA), through the Persian Gulf Veterans Coordinating Board (PGVCB), 
have led the way in the conduct of research on Persian Gulf veterans’ illnesses. In 1 995 it was 
apparent that the scope of the research issues necessitated the development of a working plan to 
help the Persian Gulf Veterans Coordinating Board coordinate federally-sponsored research in a 
way that all the relevant research issues would be targeted but unnecessary duplication would be 
avoided. This document is the first revision of the original 1995 A Working Plan for Research 
on Persian Gulf Veterans ' Illnesses (PGVCB, 1995). Because research, by its nature, often 
leads to unexpected findings, as well as refinement in thinking about specific topics, the original 
plan was designed to be flexible and evolve over time. New research findings in the past year 
and other information that has come to our attention, as well as the initiation of new research, 
have led to the need for a revision of the Working Plan. It is anticipated that the Working Plan 
will undergo further revisions in the future. 

The original research plan and subsequent revisions attempt to balance the need for 
specific, targeted research directions, with the awareness that successful research, fostered by 
sound research questions, arises from the minds of independent scientists in research 
laboratories. Therefore, the Working Plan sets the broad research areas in which it is believed 
investment will most likely bring new and useful knowledge. 

Although the Working Plan is primarily intended to guide federal decision makers in 
establishing research priorities, it is also meant to provide information to members of Congress, 
the scientific community, the public and, importantly, the veterans of the Persian Gulf conflict, 
about the manner in which the federal government is carrying out this important research. 

In the interest of completeness, this revision of the Working Plan includes material from 
the original 1995 Working Plan. New research information is woven into the main body of this 
revised Working Plan. 
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It is important to note that the Working Plan is an essential component of research, and 
that research is only one element of a broader strategy aimed at addressing the health problems 
and concerns of Persian Gulf veterans and their families. These elements include: 

• MEDICAL CARE 

Providing appropriate medical care has been a top priority of VA and DoD. The 
two departments have acted aggressively to ensure the delivery of high quality 
medical care to Persian Gulf veterans. 

• RESEARCH 

Research, which is the subject of the present document, is indispensable to the 
improvement of medical care for Persian Gulf veterans, the institution of 
appropriate interventions, and to the formation of a firm basis for compensation. 

• COMPENSATION 

VA and DoD continue to work diligently to ensure prompt and appropriate 
compensation of Persian Gulf veterans disabled by their military service. 

• EDUCATION AND OUTREACH 

Persian Gulf veterans and their health care providers must have access to the latest 
information on medical care, compensation, and research. This information will 
enable veterans to make sound judgments about their own health status, and to 
know how and where they can seek assistance. It will also enable physicians, and 
other health care providers, to provide state-of-the art diagnoses and treatment to 
veterans. 

Finally, to help ensure that the US Goverrunent is doing everything possible to determine 
the causes and provide care to those who are ill, the President established a Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses that began its work in August 1 995. This Advisory 
Committee is reviewing and providing recommendations on the full range of US Government 
activities on this important issue. Its final report is expected in December, 1 996. 

Through the continued implementation of the Working Plan, in conjunction with the 
other components of the overall strategy, it is hoped that confident, reliable answers to the 
concerns of Persian Gulf veterans can be obtained as quickly as possible and with maximal 
efficiency. 


2 


Kenneth W. Kizer, M.D., M.P.H. 
Under Secretary for Health 
Department of Veterans Affairs 
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SECTION 1 


EXECVTIVE SUMMARY 


1. EXECUTIVE SUMMARY 

Since veterans returning from the Persian Gulf first started to report symptoms and 
illnesses in late 1991, a significant number of clinical evaluation and research activities have 
been undertaken. In 1995 the magnitude of the research effort required implementation of a 
comprehensive plan. This resulted in publication by the Persian Gulf Veterans Coordinating 
Board (PGVCB) of A Working Plan for Research on Persian Gulf Veterans ’ Illnesses (PGVCB, 
1995) on August 5, 1995. Since that time the number of research programs investigating Persian 
Gulf veterans’ illnesses has increased substantially. Some research programs have begun to 
produce results. New information about potential exposures to chemical weapons has become 
available. These changes in the context within which research is conducted have necessitated 
this revision of the 1 995 Working Plan. As with the original document, the current plan maps 
out the course by which the following goals can be pursued; 

• Establish the nature and prevalence of symptoms, diagnosable illnesses, and 
unexplained conditions among Persian Gulf veterans in comparison to appropriate 
control groups; 

• Identify the possible risk factors for any illnesses, beyond those expected to occur, 
among Persian Gulf veterans; 

• Identify appropriate diagnostic tools, treatment methods, and prevention strategies 
for any excess illness conditions found among Persian Gulf veterans. 

The Working Plan is coordinated by the Department of Veterans Affairs (VA) in 
conjunction with the Persian Gulf Veterans Coordinating Board. The research conducted under 
the aegis of this plan is executed by various departments and agencies, inluding VA, DoD, and 
HHS. The Research Working Group (RWG) of the PGVCB is the primary research coordinator 
and is charged with assessing the state and direction of research; identifying gaps in factual 
knowledge and conceptual understanding; identifying testable hypotheses; recommending 
research directions for participating agencies; reviewing research concepts as they are developed; 
collecting and disseminating scientifically peer-reviewed research information; and ensuring that 
all research conducted under the umbrella of the RWG undergoes appropriate scientific peer- 
review, and that the results of peer-review lead to appropriate actions by the sponsoring agencies. 

Establishment of the prevalence of symptoms and illnesses in comparison with 
appropriate control populations is an essential base upon which additional research depends. If 
Persian Gulf veterans are experiencing symptoms and illnesses that are in excess of expectations 
for such a population, further research into risk factors can then be approached by separating the 
overall investigation into two categories: analysis of health outcomes and analysis of exposures. 
These analyses need to be conducted in a manner that defines the association between exposures 
and outcomes. 

Based on the findings of three scientific panels — the Defense Science Board Task Force 
(DSB, 1994); the NIH Technology Assessment Workshop (NIH, 1994); and the Institute of 
Medicine (lOM, 1995) - and other current information, exposures to psychological war 
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stressors, Leishmania tropica (L. tropica), petroleum products, insecticides and insect repellents 
[possibly in combination with pyridostigmine bromide (PB)], are important to consider if any 
excess illnesses are found. Vaccines, chemical agents resistant coating (CARC) paint, depleted 
uranium (DU) and smoke from oil well fires have been considered by the scientific panels as 
unlikely sources of Persian Gulf veterans’ illnesses. 

A key component of the 1995 Working Plan was an assessment of current knowledge and 
research on Persian Gulf veterans’ illnesses. This assessment, along with guidance from the 
aforementioned scientific panels, led to the identification of the following areas of inquiry for 
which significant gaps in knowledge existed at that time: 

• Information on the prevalence of symptoms, illnesses, and/or diseases within 
other coalition forces; 

• Information on the prevalence of symptoms, illnesses, and/or diseases within 
indigenous populations within the Persian Gulf area including Saudi Arabia and 
Kuwait; 

• Information on the prevalence of adverse reproductive outcomes among Persian 
Gulf veterans and their spouses; 

• Simple and sensitive tests for L tropica infection that could lead to quantification 
of the prevalence of L tropica infection among Persian Gulf veterans; and 

• Information on the long-term, cause-specific mortality among Persian Gulf 
veterans. 

In June of 1995 DOD issued a Broad Agency Announcement (BAA) soliciting research 
proposals to investigate Persian Gulf veterans’ illnesses. Proposals were sought from federal and 
non-federal scientists who were encouraged to broadly direct their efforts to epidemiology, 
clinical research, and research on pyridostigmine bromide. The solicitation was given additional 
focus by the research gaps identified in the 1995 Working Plan. In June 1 996, DoD and VA 
announced the award of the first 1 2 of 1 5 new research grants as an outcome of the original 
BAA. These were selected on the basis of scientific merit by an independent scientific review 
panel, and on program relevancy derived from the list of research gaps. These new projects, and 
other research initiatives in 1995/1996, address most of the gaps identified in the 1995 Working 
Plan. 

Events in 1995/1996, including the addition of new research, results of ongoing research, 
and new information about exposures during the Persian Gulf War, form the basis of a new 
assessment of knowledge and research. 

In the 1995 Working Plan it was stated that lacking confirmatory evidence of exposure to 
chemical or biological weapons, research on chemical and biological weapons should not be 
undertaken. Since then, there have been reports of potential exposures resulting from allied 
bombing of two Iraqi chemical weapons facilities, and the destruction by US ground forces of a 
munitions bunker and storage pit that United Nations inspection teams have concluded contained 
sarin and cyclosarin. This new information raises concern about chemical weapons exposure, 
and leads to recommendations for more research on the long-term effects of low-level exposures 
to chemical agents, including basic research and epidemiologic investigations. 
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Epidemiologic studies are now beginning to provide information about the prevalence of 
self-reported symptoms, illnesses, and self-reported exposures among Persian Gulf veterans, and 
their spouses and children. Furthermore, clinical epidemiology and basic research are also 
beginning to yield results relevant to the determination of potential pathologies and their risk 
factors underlying the symptoms. 

Findings from some of these studies indicate the following: 

• Some groups of Persian Gulf veterans have self-reported an excess of symptoms in 
comparison with non-deployed veterans of the same era (Kaiser et al, 1995; CDC, 
1995). A coimection between symptoms and a specific disease pathology or 
pathologies has not been identified. 

• Based on VA and DoD mortality studies to date (Kang and Bullman, 1996; Writer et 
al, 1 996), there does not appear to be an excess of disease-specific deaths in Persian 
Gulf veterans when compared to veterans of the same era. 

• A Navy study of hospitalizations (Gray and Coate, 1996a,b) indicates that, at least 
among active duty personnel, the rate of hospitalizations of Persian Gulf veterans 
does not exceed their non-deployed counterparts. This suggests that Persian Gulf 
veterans are not experiencing an excess of illnesses of a severity that would lead to 
hospitalization. 

• One focused study of a small cohort of Persian Gulf veterans (Penman et al, 1996) 
and one study of military hospitalizations (Cowan et al, 1995) did not uncover an 
excess of birth defects among their offspring. Several ongoing and new 
epidemiologic studies are investigating pregnancy and birth outcomes. Results from 
these studies will begin to be available in 1997. 

• A DoD study (US Army, 1 995) of the interaction of PB, DEBT, and permethrin in 
high dose, orally-exposed rats provides evidence in an animal model for synergistic 
effects of these compounds. Synergism is also suggested in a study of neurotoxicity 
in chickens at lower, though still acutely toxic, doses (Abou-Donia et al, 1996). This 
research suggests the need for further exploration of the potential interactive effects of 
these compounds at doses of greater relevance to humans. Research currently being 
conducted by DoD and VA will attempt to further address issues of PB and other 
compounds that could have interacted with it. 

• A single study focusing on high-level central nervous system processing (Goldstein et 
al, 1996) found no clinically significant neuropsychological differences between a 
symptomatic, self-selected group of Persian Gulf veterans and a control group, with 
psychological stress accounting for the small deficits that were detected. 

• A study focusing on the peripheral nervous system (Jamal et al, 1996) in 14 self- 
selected Persian Gulf veterans found small, but significant differences in 3 of 22 tests 
of peripheral nerve function related to large fiber peripheral nerve funetion and thinly 
myelinated small fiber function. 

The epidemiologic investigations cited above were generally conducted in narrowly defined 
cohorts not necessarily representing the entire population of Persian Gulf veterans. Therefore, 
the ability to generalize beyond those studies to larger populations of Persian Gulf veterans is 
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limited. However, results from ongoing epidemiological studies, when completed and combined 
with these findings, will facilitate broader generalizations. 

In addition to new research findings and new research initiatives in the United States, the 
US Government is coordinating its research effort with Great Britain and Canada, each of whom 
participated in the Persian Gulf War as coalition partners. VA scientists are also actively 
collaborating with researchers in Denmark and Japan. Denmark participated in the Persian Gulf 
War as a coalition partner. The collaboration with Japanese scientists involves follow-up 
research on individuals exposed to sarin in the Tokyo subway terrorist incident in 1995. 

Emerging findings from ongoing research in the past year, and new factual information 
on the potential for chemical weapons exposure in southern Iraq in 1991 lead to the following 
specific, near-term recommendations for additional research: 

• Follow-up of the mortality experience of Persian Gulf veterans, encompassing cause- 
specific mortality, at appropriate future time-points; 

• More longitudinal follow-up studies of the health of Persian Gulf veterans, including 
those with illnesses that are difficult to diagnose; 

• Critical peer-review of models used to predict exposure concentrations of 
environmental pollution (such as the Kuwait oil well fires) and chemical warfare 
agents (such as the demolition of weapons storage sites at Khamisiyah in March, 

1991 and aerial bombing of chemical weapons facilities during the air war); 

• Assessment of the potential for clinical investigations of the health status of the 
service members in the vicinity of Khamisiyah when weapons bunker 73 and the 
storage pit were detonated in March, 1991. If deemed possible, such clinical 
investigations should be carried out. 

Additional research on health-related issues arising from the Persian Gulf experience but 
with potential for more general applicability to future conflicts is also recommended, including: 

• Investigation of the risk factors for the development of stress-related disorders 
including, but not limited to, post-traumatic stress disorder (PTSD); 

• Investigation of the risk factors responsible for the observed excess mortality due to 
external causes (e.g., motor vehicle accidents) in veterans of all wars and conflicts; 

• Exploration of the development of practical, sensitive, and specific biomarkers of 
exposure to chemical agents, including organophosphate nerve agents and vesicants 
such as sulfur mustard. 

• Toxicological and, where feasible, epidemiological research on the potential for long- 
term health effects resulting from low-level, sub-clinical exposures to chemical 
agents, particularly organophosphate agents such as sarin; 

• Development of a strategic plan for research into the potential long-term health 
consequences of exposure to low-levels of chemical warfare agents; 

• If a simple, sensitive and specific, as well as economic, test for L. Iropica infection 
becomes available, seroepidemiologic studies may be undertaken in Persian Gulf 
veterans. Indeed, when feasible and practical, sera of veterans should be stored in 
expectation of the possibility for such studies. Despite the declining importance of L. 
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tropica as a risk factor in Persian Gulf veterans, continued research on tests for L. 
tropica infection are valuable for potential future deployments. 


It is further recommended that a contextual framework for the results of completed and 
ongoing studies be provided to develop approaches for the collective interpretation of research 
results. A meeting of researchers should be organized to provide such a framework. 

Because of the changing nature of scientific research, and the acquisition of new factual 
information, this plan will likely undergo additional revisions in the fiiture. 
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2. INTRODUCTION 


2.1 BACKGROUND 

A wide variety of symptoms and illnesses began to be reported by veterans returning 
from the Persian Gulf conflict in late 1991 . The initial response to this problem appropriately 
involved descriptive studies including: 

• Clinical evaluations; 

• Disease outbreak and cluster investigations; 

• Population health surveillance; 

• Initial exposure inventory and assessment; 

• Troop location. 

The response included establishing the Department of Veterans Affairs (VA) Persian Gulf 
Registry Health Examination Program (“Persian Gulf Registry”) and Persian Gulf Referral 
Centers, and the Department of Defense (DoD) Comprehensive Clinical Evaluation Program 
(CCEP). These major clinical undertakings resulted in appropriate medical care and allowed the 
systematic collection of clinical, and other descriptive data, regarding the health of Persian Gulf 
veterans that would aid in treatment of veterans and active duty service members. 

As of October 1996, over 62,000 Persian Gulf veterans had completed the VA registry 
examination and had their examination. Of veterans in the registry with one or more symptoms, 
77% received medical diagnoses from VA clinicians. The DoD CCEP reveals a similar pattern of 
findings among the more than 1 8,500 participants who had completed the examination as of the 
same time (DoD, 1996) 

Overall, the VA Persian Gulf Registry and the CCEP have identified a wide spectrum of 
overlapping symptoms involving multiple organ systems. As of May 1996, the most commonly 
reported symptoms from the VA Persian Gulf Registry include: 


SYMPTOM FREQUENCY 

Fatigue 20% 

Skin rash 1 8% 

Headache 1 8% 

Muscle/Joint pain 1 7% 

Memory loss 1 4% 

Shortness of breath 8% 

Sleep disturbances 6% 

Diarrhea and other GI symptoms 5% 

Chest Pain 4% 


In the initial stages of the search for a cause of these symptomatic conditions, attention 
was brought to the multitude of environmental, occupational, and biological exposures that may 
have been experienced by many of the troops. When combined with the unique conditions of a 
rapid, large-scale deployment, it was evident that a quantitative understanding of the nature of 
these exposures would be needed along with better understanding of the illnesses. 
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2.2 THE ROLE OF RESEARCH 

The need to establish whether there is a link between medical conditions and service in 
the Persian Gulf resulted in the initiation of a broad-based research program. The Working Plan 
for research is intended to help coordinate and focus the research efforts sponsored by the federal 
government in a coherent and cost-effective manner. This document presents an approach to 
answering questions about the nature of illnesses experienced by Persian Gulf veterans. This 
research is intended to pursue the following goals; 

• Establish the nature and prevalence of symptoms, diagnosable diseases, and other 
conditions in Persian Gulf veterans in comparison to appropriate control 
populations; 

• Identify possible risk factors for any excess morbidity or mortality among Persian 
Gulf veterans; and, 

• Identify appropriate diagnostic tools, treatment methods, and 
prevention/intervention strategies for conditions found among Persian Gulf 
veterans. 

The research necessary to achieve these goals includes basic research, which is necessary 
to establish the knowledge base upon which clinical and epidemiological research are built. 
Where appropriate and feasible, research will address family members of veterans, as well as 
veterans per se. 

2.3 RESEARCH MANAGEMENT AND COORDINATION 

Research on Persian Gulf veterans’ illnesses is complex, involving a number of different 
approaches and outcomes. The federal research enterprise involves scientists conducting 
research sponsored by VA, DoD, and HHS. Each of these Departments have distinct, though 
complementary, capabilities and capacities for conducting and sponsoring research on Persian 
Gulf veterans health issues. Each Department has its own appropriation for extramural and 
intramural general biomedical research programs. Extramural funds generally support research 
efforts at non-federal institutions such as universities. Intramural funds generally support in- 
house research. However, at most VA medical centers, intramural research is conducted in 
conjunction with academic medical center affiliates. The Department of Defense also has a 
separate item in its appropriation for DoDWA collaborative research on health problems shared 
by veterans and active duty service members alike. 

The biomedical research program.s in VA, DoD, and HHS have well established 
management structures for science policy formulation and the solicitation, scientific peer review, 
and funding of both extramural and intramural programs. The coordination and management of 
research on Persian Gulf veterans' illnesses has required the establishment of an overall research 
policy framework linking each Department's research management hierarchy. The linkage is 
provided through the Research Working Group of the Persian Gulf Veteran's Coordinating 
Board [composed of representatives from VA, DoD, HHS, and the Environmental Protection 
Agency (EPA)]. The Research Working Group is charged with assessing the state and direction 
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of research; identifying gaps in factual knowledge and conceptual understanding; identifying 
testable hypotheses; recommending research directions for participating agencies; reviewing 
research concepts as they are developed; collecting and disseminating scientifically peer- 
reviewed research information; insuring that the appropriate research is done without 
unnecessary duplication; and insuring that federally sponsored research undergoes appropriate 
peer review and oversight. As an operational policy, the Research Working Group works 
through the line management authority each department maintains over its intramural scientists, 
scientific program managers (responsible for extramural research), and their budgets. 

Each Department engaged in research on Persian Gulf veterans’ illnesses emphasizes the 
need for ongoing prospective and retrospective peer review of research. Because of the urgency 
of the health concerns of Persian Gulf veterans and their families, as well as the diverse nature of 
the reported illnesses, review and oversight of research is essential. VA, DoD and HHS have 
established several oversight mechanisms to capture the diverse nature of the overall effort; 
some oversight mechanisms are broad-based, encompassing all research issues, whereas others 
are more focused on individual research projects and programs. 

2.4 PURPOSE OF THE WORKING PLAN 

This plan: 

• Identifies the knowledge needed to achieve the above-stated goals; 

• Identifies the knowledge that is currently available or will be obtained from 
ongoing research at some time in the foreseeable future; 

• Identifies the research areas that need to be covered to close the gap between what 
is known and what is needed. 

This plan is a dynamic working document that will undergo periodic modifications as 
new knowledge emerges and as research findings improve the understanding of Persian Gulf 
veterans’ illnesses. The current document is the first revision of the original 1995 Working Plan 
and replaces the original document. 

2.5 ORGANIZATION OF THIS DOCUMENT 

To establish a knowledge baseline for the Working Plan, it is valuable to first examine 
the assessments of Persian Gulf veterans’ health issues carried out by various expert panels. 
These include the NIH Technology Assessment Conference on Persian Gulf Veterans 
Experience and Health, the National Academy of Science/Institute of Medicine/Medical Follow- 
Up Agency panel on the Health Consequences of Service During the Persian Gulf War, the 
Defense Science Board Task Force on Gulf War Health Effects, and the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses. Section 3 provides a brief overview of the 
assessments conducted by these panels. In the period since reports from the aforementioned 
panels were published there have been research findings that must be integrated with previous 
assessments. Section 4 is an assessment of research needs factoring in prior assessments, 
contemporary research findings, and the current research portfolio. Recommendations for 
additional research resulting from this assessment include research that is specific to the health 
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experience of Persian Gulf veterans, as well as research that has long-tenrr impact for future 
deployments and military conflicts. 

The Persian Gulf Veterans’ Illnesses Research Database is provided for reference in the 
Appendix. To the best of our knowledge, it contains all relevant and credible research on Persian 
Gulf veterans’ illnesses sponsored by the federal government and, along with research 
information from the non-federal research sector, is the basis for the determination of future 
research directions. It also includes 1 5 new research projects awarded by DoD as a result of a 
Broad Agency Armouncement (BAA) in 1 995 soliciting research from federal and non-federal 
investigators. The selection of research projects was based on scientific merit and program 
relevancy. Program relevancy was determined in part by the research gaps identified in the 1 995 
Working Plan. A more detailed summary of federally sponsored research in 1 995 can be found 
in the Annual Report to Congress: Federally Sponsored Research on Persian Gulf Veterans ' 
Illnesses. 1995 (PGVCB, 1996a) 
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3. GENERAL FINDINGS FROM PANEL ASSESSMENTS 

In late 1993, as information from initial descriptive studies became available and plans 
for future studies were being developed, it was evident that an assessment of the data and 
investigational activities was in order. Assessment activities were undertaken by the Defense 
Science Board (DSB), the National Institutes of Health (NIH), the National Academy of 
Sciences/Institute of Medicine/Medical Follow-up Agency (lOM), and most recently by the 
Presidential Advisory Committee on Gulf Wat Veterans’ Illnesses. 

3.1 DEFENSE SCIENCE BOARD 

DoD commissioned the Defense Science Board Task Force on Gulf War Health Effects. 
The Task Force was specifically charged with reviewing all available intelligence and reports of 
detection of chemical agents and toxins during Operations Desert Shield/Desert Storm (ODS/DS) 
and the post-conflict period. In addition, the Task Force was to review scientific and medical 
evidence relating the possibility of low-level exposure to chemical and biological warfare (CBW) 
agents to potential long term health effects. A similar review was conducted for possible 
industrial pollutants and other potential causes of unexplained illnesses. The DSB Task Force 
met six times between November 1993, and March 1994. In the course of its work, the Task 
Force heard presentations from a wide range of scientific and medical experts from within and 
outside DoD. The Task Force published its final report in June 1994 (DSB, 1994). The 
members of the DSB Task Force reached consensus on a number of key points, including: 

1 . There is ”... no scientific or medical evidence that either chemical or biological 
warfare was deployed at any level against us, nor that there were any exposures of 
US service members to chemictil or biological warfare agents in Kuwait or Saudi 
Arabia.” 

2. There is “...no persuasive evidence that any of the proposed etiologies caused 
chronic illness on a significant scale in the absence of acute injury at initial 
exposure.” 

3. There is insufficient epidemiological evidence at this time “...to support the 
concept of any coherent ‘syndrome’.” 

Because many veterans report symptoms similar to Chronic Fatigue Syndrome (CFS), the 
DSB Task Force felt it would be advantageous to coordinate further research on veterans’ illness 
in this category with ongoing studies of CFS in the civilian population. 

In light of new knowledge indicating there may have been release of chemical warfare 
agents in March, 1991 as a result of demolitions of weapons bunkers near Khamisiyah, Iraq (see 
Section 4.1.5), the first point is drawn into question. However, there is still no direct scientific or 
medical evidence of exposure. 
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3.2 NIH TECHNOLOGY ASSESSMENT WORKSHOP 

The NIH Technology Assessment Workshop, "Persian Gulf Experience and Health", was 
convened April 27-29, 1994, and was co-sponsored by VA, DoD, HHS, and the Environmental 
Protection Agency (EPA). The expert panel addressed four issues: (1) the prevalence of 
unexplained illnesses; (2) whether a case definition could he developed; (3) potential etiologies 
of unexplained illnesses; and (4) recommendations for future research. 

The NIH panel found that insufficient epidemiological data existed to determine whether 
there was an increased prevalence of illnesses among veterans due to service in the Persian Gulf 
War (NIH, 1994). The panel also concluded that while there are several complexes or patterns of 
symptoms unexplained by established disease categories, it would be premature to establish a 
case definition. The panel could not identify a single or multiple etiology for unexplained 
illnesses, but noted the appearance in some Persian Gulf veterans of a newly identified form of 
leishmaniasis (viscerotropic leishmaniasis). The panel also suggested that the unique stresses of 
the Persian Gulf experience may have led to a previously unrecognized manifestation of post- 
traumatic stress disorder (PTSD). 

3.3 NATIONAL ACADEMY OF SCIENCES/INSTITUTE OF MEDICINE/ 
MEDICAL FOLLOW-UP AGENCY 

As directed by P.L. 102-585, VA and DoD entered into a contract with the National 
Academy of Sciences/Institute of Medicine/Medical Follow-up Agency (lOM) to “...review 
existing scientific, medical, and other information on the health consequences of military service 
in the Persian Gulf theater of operations during the Persian Gulf War.” In contrast to the NIH 
Workshop, this effort was designed to conduct an assessment in greater depth, over a three year 
time period. 

On January 4, 1995, the lOM issued a report “Health Consequences of Service During the 
Persian Gulf War: Initial Findings and Recommendations for Action” (lOM, 1995). In general 
the lOM panel endorsed the DSB and NIH findings of no single disease entity with no single 
etiology. The panel also strongly emphasized the importance of population-based studies. The 
panel found no evidence that either chemical or biological warfare (CBW) agents were used 
against coalition troops during the Persian Gulf conflict and, as a consequence, recommended 
that this not be a factor in considerations of the causes of Persian Gulf veterans’ illnesses. 

The lOM panel completed its deliberations in the Summer of 1996 and issued its final 
report in September, 1996 (lOM, 1996). In this report (which stands as a separate document 
from the January, 1995 report) the panel stated that it could find no scientific evidence to date 
demonstrating adverse health consequences associated with service in the Persian Gulf War 
beyond the few documented cases of leishmaniasis, combat-related or injury-related mortality or 
morbidity, and increased risk of psychiatric sequelae of deployment. The panel went on to state 
that there is a strong likelihood that no single hypothesis could account for all of these, whether 
or not the illnesses result from service in the Persian Gulf War. Finally, the panel observed that 
after previous wars and conflicts, a proportion of military service personnel and veterans have 
had medical complaints of varying degrees of severity that are not explainable based on 
identifiable health hazards or physical illnesses. This observation echoes work by Hyams et al 
(1996) tracing such a phenomenon back at least to the Civil War. 
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3.4 PRESIDENTIAL ADVISORY COMMITTEE ON GULF WAR 
VETERANS’ ILLNESSES (PAC) 

The President established this advisory committee by Executive Order on May 26, 1995. 
The 12 member committee is composed of scientists, health care professionals, veterans, and 
policy experts. The Committee is charged with reviewing and providing recommendations on 
the full range of government activities relating to Persian Gulf veterans’ illnesses. 

The Committee released an interim report in February 1996 (PAC, 1996a). Although the 
Interim Report stated that VA, DoD, and HHS research programs are generally well designed 
and should lead to answers, it also had several recommendations. The Conunittee’s 
recommendations covered issues such as peer review, coordination of agency research activities, 
the use of public advisory committees and the availability of information on troop exposure. In 
response to the Interim Report, the agencies developed a coordinated plan of action (PGVCB, 
1996b) that responds to the Advisory Committee’s interim recommendations. The final report of 
the Committee is scheduled for release in December, 1996. 

The Committee made no findings about specific illnesses or exposures in the Interim 
Report. However, at a public meeting of the PAC in Chicago, Illinois, on July 8-9, 1996 (PAC, 
1996b), Committee Staff presented to the Committee their assessment of major potential risk 
factors. A meeting in Cincirmati, Ohio, on July 23, 1996 (PAC, 1996c) was devoted specifically 
to stress as a risk factor, and a meeting in Denver, Colorado, on August 6, 1996 (PAC, 1996d) 
revisited depleted uranium and oil well fires as risk factors. As in the lOM Final Report (lOM, 
1996), Committee Staff were unable to identify any single risk factor, other than stress, that 
could explain a large number cf illnesses reported by Persian Gulf veterans. It should be 
emphasized that these conclusions were those of Committee Staff and do not necessarily 
represent the final findings of the Committee proper. 

As will be seen from the discussion of various exposures and health outcomes in the next 
section, the views of the Persian Gulf Veterans Coordinating Board Research Working Group do 
not diverge from those of the various review and assessment panels. As new information has 
become available, however, we continue to build on these reviews and assessments. 

Nevertheless, the door must not be closed to considerations of other exposures and outcomes 
since new research findings from ongoing studies have the potential for affecting these 
conclusions. 
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4. FRAMING THE PROBLEM 

In the 1995 Working Plan a set of research questions were developed based on the NIH, 
DSB, and lOM (in the initial report of January, 1995) findings and recommendations. Each 
question was followed by an evaluation of the degree to which then current research was 
addressing these questions, followed by a set of recommendations for additional research. In this 
revised version the formulation of these questions is restated. Current, on-going (or recently 
completed) research projects addressing these questions are then presented along with relevant 
findings. This is followed by an updated list of research needs for the question of concern. 

As with the 1995 Working Plan, the most important question about the health of Persian 
Gulf veterans is: 

Are Persian Gulf veterans experiencing a greater prevalence of symptoms and illnesses 
in comparison with an appropriate control population? 

From the answer to this question springs virtually all subsequent questions that may be 
addressed through research. For example, if there is an increased prevalence of certain 
symptoms among Persian Gulf veterans in comparison to controls, then what disease or diseases 
are being manifested by these symptoms, and what connection with service in the Persian Gulf 
might exist? Therefore, the first research question that needs addressing is: 


RESEARCH QUESTION 1 

Wbat is Hie prevaleitce of syraptonu^Uliiesses m Hie Pennan Gvtf veterans 
population? How does this j^revalenee compare to that in an appropriate control 
gronp? 


In the past year two studies (CDC, 1995; Kaiser et al, 1995) have demonstrated that while 
objective measures remained consistent between study and comparison groups, in select cohorts 
of Persian Gulf veterans there is a greater prevalence of symptoms (similar in type to the VA 
Persian Gulf Registry and the DoD CCEP) when compared to non-deployed veterans. Because 
of the limited sizes of these cohorts generalizability is difficult. In addition, Coate et al (1995) 
have shown that active duty service members who served in the Persian Gulf had no more 
hospital admissions than those who were not deployed to the Persian Gulf This suggests that as 
a group Persian Gulf veterans are not experiencing a greater prevalence of major illnesses. 

Research Underway 

PROJECTS VA-2, 4, 5, 6, 18; DoD-lA,B,E,F, 30, 39; HHS-1, 2 (NOTE: Project 
numbers associated with current research refer to projects contained in the 
Appendix.): Components of each of these projects are designed to estimate the 
prevalence of symptoms in Persian Gulf veterans and compare this prevalence to control 
groups of non-deployed veterans. 
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Additional Research Needed 

• The ongoing epidemiological studies will determine the need for additional studies. 

If ongoing studies continue to demonstrate an increased prevalence of self-reported 
symptoms and illnesses, then the secondary questions regarding disease entity or entities must 
continue to be vigorously pursued. 

Casting the problem of Persian Gulf veterans’ illnesses into an exposure-outcome 
framework helps to isolate two interconnected questions: ( 1 ) what was the nature and extent of 
possible exposures experienced by veterans while in the Persian Gulf?, and (2) what adverse 
health outcomes, if any, have occurred among Persian Gulf veterans, beyond what would be 
normally expected in such a large population? These two questions lead to a third, namely: 

(3) is there a relationship, or set of relationships, between exposure to the complex environment 
of the Persian Gulf War theater and any excess health outcomes that is consistent with 
established biological and toxicological principles, and with epidemiological data? This last 
question requires identification and quantitation of both exposures and health outcomes. 
Investigation of exposures can lead to hypotheses about expected health outcomes based on the 
nature and extent of the exposures, and investigations of health outcomes can lead to hypotheses 
about exposures. 

Because of the inherent logical value of separating the problem into exposure and health 
outcome, the Working Plan separates research oriented primarily toward exposure from research 
directed primarily at evaluating health outcomes. 

4.1 EXPOSURES 

While deployed in the Persian Gulf theater, troops may have experienced a variety of 
exposures, both natural and environmental/occupational in origin, to a varied extent. Potential 
exposures of concern that have been cited are: infectious agents (such as Leishmania tropica)', 
smoke from oil well fires; exposure to other petroleum products and their combustion products; 
other occupational exposures such as pesticides, chemical agents resistant coating (CARC) paint; 
CBW agents; vaccines; pyridostigmine bromide (PB); and psychophysiological stressors of war. 
The number of troops and the amount of exposure to any one, or combination of, these exposures 
is not known at this time. 
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TABLE 2 

Summary of Potential Exposures of Concern for Health Outcomes 


Exposures 

Scientific Review Panel 

DSB NIH lOM 

Infectious Agents 

+ 

+ 

+ 

Smoke from Oii Well 
Fifes/Oil Spills 

- 

- 

- 

Other Petroleum 
Products 


+ 

+ 

Other Occupational 
Exposures 


+ 

* 

CBW Agents 

- 


- 

Vaccines 

- 


+ 

Pyridostigmine 

* 

+ 

+ 

War Stressors 

+ 

+ 

+ 


+ Recommended for further review and research 

Unlikely to be of primary concern for long-term health consequences 
* The exposure was either considered by the panel, but not highlighted, or was not considered by 
the panel 


Table 2 summarizes the findings of the DSB, NIH, and lOM panels with respect to these 
exposures. All three panels agreed that psychophysiological stressors of war and infectious 
agents required further review or research. Further research into exposure to other petroleum 
products and pyridostigmine bromide was recommended by lOM and NIH. but DSB made no 
specific recommendation. All three panels also agreed that it is unlikely that oil well fires or 
vaccines caused illnesses in Persian Gulf veterans. 

With respect to CBW exposure, the NIH panel initially deferred making a finding about 
CBW until the DSB completed its deliberations. Both the DSB and the lOM (in its January, 

1 995 initial report) subsequently reported lack of confirmation of exposure to CBW agents. 
Further research related to these potential exposures was not recommended by DSB or lOM in its 
initial report (lOM. 1995). Recent findings that exposure of US service members to chemical 
warfare agents may have occurred near Khamisiyah, Iraq in March, 1991 have significantly 
altered this view (see Section 4.1.5 below). 

Below is a discussion of each of the exposures. For each exposure a general background 
is provided along with any new research data that have become available. This is followed by 
specific research questions with statements of current research and any additional studies that are 
needed. Studies that pace other studies (i.e., studies that must be complete before others can 
proceed) or studies that are paced by other studies are identified. 
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4.1.1 Infectious Agents 

Coalition troops were exposed to a number of infectious agents present in the Persian 
Gulf area. The most notable of these is the parasite Leishmania tropica. To date only 1 2 cases 
of viscerotropic and 20 eases of cutaneous leishmaniasis have been diagnosed among Persian 
Gulf veterans {DoD, 1996), clearly suggesting minimal exposure. Diagnosis of viscerotropic 
leishmaniasis, however, is difficult because there is no accurate .serological test for the presence 
of the parasite. Thus, actual exposure and infection rales are difficult to obtain. After the 
passage of five years and the absence of a significant number of cases of either cutaneous or 
viscerotropic leishmaniasis, the likelihood of L tropica as an important risk factor for widely 
reported illnesses has diminished. 

Other infectious agents were also present in the Persian Gulf area that could cause 
chronic diseases, including schistosomiasis, Q fever and brucellosis (DeFraites et al, 1 992; 
Ferrante MA et al, 1 993). Only a few cases of these diseases have been diagnosed among the US 
troops who served in the Persian Gulf, and there is no indication that such infections are 
widespread or are related to unexplained illnesses (Hyams et al, 1995). 

Acute infectious disease outcomes typical of cramped military living conditions, such as 
dysentery and respiratory tract infection, were actually lower than expected during the Persian 
Gulf conflict (DSB, 1994; Richards et al, 1993a,b; Richards et al, 1991). Exposure to other 
infectious agents such as mycoplasmas, bacteria, viruses, and fungi probably occurred but there 
is not a strong case from any clinical evaluations that supports these organisms as possible 
etiologic factors. However, because of the possible role for Leishmania in unexplained illnesses, 
all three scientific review panels recommended further research to develop a simple, sensitive 
and specific diagnostic test. 


RESEARCH QUESTION 2 
Wbat was the overall exposure of troops to ] 


If this question is to be ultimately addressed, a highly sensitive, yet specific diagnostic 
screening test must be developed. Only then would it be possible to address the research 
question. Progress has been reported by Dillon et al (1994) who have developed a recombinant 
antigen that has been characterized and detects immune response in patients with viscerotropic 
leishmaniasis. Specificity and sensitivity of this test are currently unknown. Because of the 
potential for development of specific and sensitive serological tests, serum samples collected as a 
part of population-based epidemiological studies of Persian Gulf veterans should be banked, 
when feasible and practical, to facilitate testing once an appropriate test is available. 

Despite the diminishing likelihood of L tropica as a risk factor, it is worthwhile to 
continue work in this area because it is relevant for future deployments. 


PROJECT DoD-8A,B, 38: These three projects involve development of a reliable skin 
test (screening for past infection) and serologic assay (testing for active infections). 
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Additional Research Needed 

• Development and testing of diagnostic tests determine all further leishmaniasis 
research directed at this research question. 


4.1.2 Smoke from Oil Well Fires and Oil Spills 

The US Army Environmental Hygiene Agency has characterized the carcinogenic and 
non-carcinogenic risk from exposure to smoke from the Kuwait oil well fires (USAEHA, 1994). 
This risk assessment demonstrates minimal potential carcinogenic risk. The bulk of non*cancer 
risk is from volatile organic compounds, but this risk is judged to be low. These risk 
assessments, however, are only valid for personnel located at sites where environmental 
measurements were made. In DoD-18 an oil well plume model is being developed using 
monitoring data as input. The model output, when expressed in a format compatible with the 
military geographic information system (GIS) for troop unit location (PROJECT VA-3). should 
provide an approximation of the oil well plume exposure as a function of time for troop units. 

This model will prove to be very valuable for future spatial analyses requiring exposure 
information. DoD and \.\ need to ensure that this model has been adequately peer reviewed. 
Based on previous recommendations of review panels and the lack of any new information that 
alters the findings, further oil well smoke exposure research beyond the USAEHA model, and its 
application to risk assessment, is not being pursued at this time. 

4.1.3 Other Petroleum Products 

During the war. some troops may have been exposed to petroleum vapors, solvents and 
combustion products. Kerosene, diesel and leaded gasoline from local sources were sometimes 
used for heating, ground spraying to suppress sand dust, and incinerating both trash and human 
waste. As a result, some troops could have been exposed to benzene, toluene, ethylbenzene, 
xylene and other petroleum combustion products. Elevated levels of sulfur dioxide, nitrogen 
dioxide, nitric acid, acidic sulfates, carbon monoxide, lead, respirable particulates and other 
pollutants may be expected in tents using unvented heaters burning gasoline and diesel fuels. 
There were no measurements of any of these pollutants in tents. Concern that this type of 
exposure was high enough for significant health consequences prompted both the NIH and lOM 
panels to recommend a simulation of exposure in tents healed by diesel fuel with composition 
similar to that used in the Persian Gulf area. I he lOM noted the presence of elevated blood lead 
levels derived from autopsy specimens from seven service members who died in the Persian Gulf 
theater may have been related to contamination from specimen storage containers (lOM. 1996). 
The pharmacokinetics of lead make meaningful follow-up difllcull at best (Legett RW. 1 993). In 
an ongoing clinical slud\ . investigators have not found any evidence of current elevated blood 
lead levels among Persian Gulf veterans (Roswell. 1995). 
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RESEARCH QUESTION 3 

What were the exposure concentratioDs to various petroleum products, and their 
eombttstion products, in typical usage during the Persian Gulf conflict? 


In one attempt to address this question investigators at NIH (HHS-3), in conjunction with 
USAEHA, have measured urinary metabolites of polycyclic aromatic hydrocarbons (PAH), 
PAH-DNA adducts, and genetic polymorphisms in 62 soldiers in June 1991. prior to deploymeiit 
to Kuwait, eight weeks into their deployment, and after their return to Germany from Kuwait in 
October 1991. Results indicate that soldiers may not have experienced significant exposures to 
PAHs associated with the incomplete combustion of petroleum while stationed in Kuwait. 

Research Underway 

PROJECT DoD-?, 34: A component of DoD-2 involves the simulation of exposures to 
petroleum and petroleum combustion products in enclosed spaces. DoD-34 involves 
direct simulations of exposures in tents cliaracterizing the nature and concentrations of 
petroleum combustion products. 

PROJECT Dol)-19; This research attempts to expand the modeling of DoD-1 8 to 
characterize all potential exposures in Kuwait and Saudi Arabia. 

Additional Research Needed 

• DoD and VA need to ensure that this and other exposure models have been 
adequately peer reviewed. 

4.1.4 Other Occupational Exposures 

Other potential environmental hazards, including pesticides, microwaves, chemical agent 
resistant coating (CARC) paint fumes, depleted uranium (DU) and cleaning solvents were 
present in the Persian Gull' theater. Some ofthe.se chemicals, such as CARC paint and DU. are 
not likely to be a primary cause of unexplained illnes.ses among Persian Gulf veterans because 
only small numbers of troops were exposed (NIfl. 1994). A full a,ssessment of risk from 
exposure to these chemicals cannot be made in the absence of accurate exposure data. 
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KESEAHCa QUESTION 4 

What wa<t the citent of expoaure to specific occupationat/cnviromncntal ha/artis 
knottn to be common in (he Persian Culf veteran’s experience? Was this exposure 
diHerent lirom ^t of an appropriate control group? 


PROJECT DaD-2; In addition to the petroleum and combustion products simulations 
listed above, simulations of exposure to other chemicals will also be conducted. 

PROJECT DoD-19: This research attempts to expand the risk assessment modeling of 
DoD-18 to characterize all potential exposures in Kuwait and Saudi Arabia. 

PROJECTS VA-2, 4A, 5A, 6-Core, 13; DoD-lA,D,E, 30, 39; HHS-1,2: Components 
of each of these epidemiology studies will collect self-reported exposure data using a 
variety of survey instruments. Results of exposure simulations may help to estimate the 
level of self-reported exposures, 

Additional Research Needed 

• The ongoing studies will determine the need for additional studies. 

4.1.5 Chemical and Biological Warfare Agents 

Both the DSB and lOM panels concluded that reports of the possible use of CBW agents 
cannot be confirmed and that bombing of Iraqi storage areas did not cause CBW agent exposure. 
While awaiting assessment of the DSB, the NIH panel drew no conclusions about the presence or 
absence of CBW. The lOM panel in their initial report (lOM, 1 995) stated that claims of 
exposure to chemical or biological warfare agents should not be made or given credence in the 
absence of reliable substantiating data. Despite this, the DoD established the Persian Gulf 
Investigations Tetim (PGIT) to investigate, among other things, reports of CBW exposure 
provided to a 1-800 hotline. 

In June 1996, DoD atmounced that a munitions bunker (#73) in Khamisiyah, Iraq, 
destroyed by US demolition teams on March 4, 1991, probably contained the chemical agents 
sarin and cyclosarin. On March 1 0 a pit containing sarin was also destroyed by US troops. 
Because of this, it is likely that some US military personnel in the vicinity were exposed to 
chemical warfare agents. In addition, chemical weapons storage sites at Muhammadiyat, and AI 
Muthanna, Iraq (northwest of Baghdad), were destroyed by allied bombing at the beginning of 
the Persian Gulf War, creating a potential risk of chemical agent exposure downwind of these 
sites. 

Testimony provided to the Presidential Advisory Committee meeting on June 8-9, 1996, 
(PAC, 1996b) by representatives of the United Nations Commission charged with the accounting 
and destruction of weapons of mass destruction in Iraq, and by the US Central Intelligence 


23 




73 


SECTION 4 


FRAMING THE PROBLEM 


Agency (CIA), suggest that Khamisiyah was the only site in southern Iraq and Kuwait at which 
chemical weapons were present. If this is so, the incident at Khamisiyah may be entirely 
isolated. However, the report itself raises a sufficient degree of uncertainty to conclude that 
potential exposures to chemical warfare agents should no longer be excluded from consideration 
as a valid subject of research . 

Two exposure issues immediately arise. The first one relates to the potential exposure of 
troops present at the Khamisiyah site at the time of demolition, and the potential exposure of 
troops as a result of the bombing of the Muhammadiyat and A1 Muthanna weapons depots. The 
second relates to the more general issue of chemical agent exposure. 


RESEARCH QUESTION 5 

What were the potential expoaurca of troopi to oijganophospiuite nerve agent and/or 
snithr mnstard as a result of allied bombing at Muhammadivat and \l Mutbanna, 
or the demolition of a weapons banker at Khamisiyah 


In testimony at the June 8-9, 1996, PAC meeting (PAC, 1996b), contractors to the CIA 
presented the results of model calculations predicting ground level concentration of chemical 
agent as a funetion of distance and direction away from the March 4 detonation site at 
Khamisiyah (CIA, 1996). The model predicts that at the location of the troops chemical agent 
eoncentration should have been below any level expected to produce even mild acute effects. 

The CIA also modeled the plumes resulting from the bombings at Muhammadiyat and A1 
Muthanna. The model predicts levels well below what would be expected to cause even mild 
acute effects for troops located 400 - 500 km south of the sites. At the time of this writing, CIA 
has not completed its model calculations for ground level sarin concentrations resulting from the 
March 10 pit detonation. At the moment, model predictions provide some reassurance. 

However, model applications to these situations need to undergo scrutiny by outside experts. 

Many of the ongoing epidemiological investigations collect self-reports on chemieal 
agent exposure. Although these data may have value in assessing risk factors, the potential for 
report bias is always present. In the absence of actual exposure data acquired at the site of 
detonation, only model calculations can presently be relied upon. Exposure biomarkers for 
chemical agents have the potential for determining exposure on an individual basis after an actual 
exposure has ceased. However, there are no known exposure biomarkers for either 
organophosphate nerve agents or vesicants, and even if there were they would probably be of 
little value since over five years have elapsed since the Persian Gulf War. 

Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core, 13; DoD-lA,D,E, 30, 39; HHS-1,2: Components 
of each of these epidemiology studies are collecting self-reported exposure data using a 
variety of survey instruments, Although these studies are not directly focused on troops 
present at Khamisiyah, self-reporting and input from the troop unit locator database may 
provide some information on potential exposure, albeit not necessarily more detailed than 
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time and location of individual units. Results of further exposure simulations may help 
to estimate the intensity of self-reported exposures. 

Additional Research Needed 

• Existing plume model calculations should be critically reviewed. 

• Exploration of the development of practical, sensitive, and specific biomarkers of 
exposure to chemical agents including organophosphate nerve agents and vesicants 
such as sulfur mustard. 

The second exposure question can be stated as; 


RESEARCH QUESTION 6 

extent of to chemical agent, other than at KhamUiyah, Iraq, 

in the Persian Gnif as a fnnetioitt^iiqkacenntf thne? 


Despite the evidence indicating the very low probability of widespread chemical warfare 
agent exposures in the Persian Gulf, concern has been elevated by the bombings of 
Muhammadiyat and A1 Muthanna, and the event at Khamisiyah in March 1991. Consequently 
there is a need to evaluate the potential for exposure of troops to chemical agent at other times 
and locations. In the absence of quantitative data, virtually all exposure information will be 
derived from self-reports, and thus, subject to bias. Although exposure biomarkers are probably 
of little use in the context of any chemical warfare agent exposure in the Persian Gulf, the need 
for reliable objective exposure markers is evident. 

Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core, 13; DoD-lA,D,E, 30, 39; HHS-1,2: Components 

of each of these epidemiology studies are collecting self-reported exposure data using a 

variety of survey instruments. 

Additional Research Needed 

• Exploration of the development of practical, sensitive, and specific biomarkers of 
exposure to chemical agents, including organophosphate nerve agents and vesicants 
such as sulfur mustard. 

With respect to biological warfare agents, there continues to be no evidence of use by 
Iraq, or exposure of troops during or after the Persian Gulf War. These determinations were 
confirmed by both UN and CIA officials at the July 1996 meeting of the PAC (PAC, 1996b). 
The absence of any reports of infection from anthrax or acute illnesses from botulinum toxin in 
the Persian Gulf theater lends further credence to this conclusion. 
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4.1.6 Vaccines 

Troops who served in the Persian Gulf conflict were vaccinated without significant side- 
effects against common infectious diseases with vaccines frequently used in the general 
population. In addition, approximately 1 50,000 troops received at least one dose of anthrax 
vaccine and about 8,000 received at least one dose of botulinum toxoid. Both vaccines have been 
used for many years without adverse effects. All three review panels stated that no long-term 
adverse effects have been documented or would be expected. Further study of the potential 
adverse effects of vaccines in this population is not recommended by any of the three panels, nor 
is it endorsed in this plan. 

4.1.7 Pyridostigmine Bromide 

Pyridostigmine bromide (PB) is a cholinesterase (ChE) inhibitor that was supplied to 
troops for use as prophylaxis against exposure to nerve agents. PB was distributed to troops in 
blister packs of 21 tablets of 30 mg each. PB tablets were taken on order when it was believed a 
gas attack was imminent. The recommended dosage was one tablet every 8 hours. PB has been 
in use for decades (at much higher dosages) in the treatment of patients with myasthenia gravis. 
Short-term side effects are well known ~ e.g., nausea, vomiting, diarrhea, abdominal cramps, 
increased salivation, miosis, headache and dizziness. There have been no documented long-term 
side effects of this drug. Exposure information is provided solely from self-report of veterans. 


RESEARCH QVESTION 7 

Wfa«t was the prevalence of PB nse among Persian Gulf troops? 


Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core; DoD-lA,D,E, 30, 39; HHS-1,2: Components of 
each of these epidemiological studies collects self-reported PB use data for Persian Gulf 
veterans using a variety of instruments. 

Additional Research Needed 

• The ongoing epidemiological studies will determine the need for additional studies. 

4.1.8 Psychophysiological Stressors of War 

Psychiatric morbidity among US troops deployed to the Persian Gulf area was predicted 
even though the war was of short duration, resulted in relatively low numbers of casualties, and 
positive support for the war prevailed at home. Persian Gulf veterans were exposed to many 
psychophysiological stressors besides direct combat, such as sudden mobilization for military 
service (especially among members of reserve and National Guard units), exposure to dramatic 
oil well fires, the constant threat of CBW agents, and fear of combat in general. A wide range of 
somatic and psychological responses could be expected from individuals deployed to the Persian 
Gulf area from stress associated with deployment (Wolfe et al, 1993; Ursano and Norwood, 
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1996). All three review panels recognized the possible role of psychophysiological stressors 
associated with deployment and the possibility of a psychophysiological response among Persian 
Gulf veterans. All three panels, and the Committee Staff of the PAC (PAC, 1996d), have 
encouraged further scientific research in this area. 


RESEARCH QUESTION 8 

Wb*l was the prevalence of various psyebophysiologicai stressors among Persian 
Culf veterans? Is the prevalence different from that of an appropriate comparison 
popniation? 


Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core, 7, 12; DoD-l A,D.E, 4, 5, 6A,B, 30, 39, 40; HHS-1, 

2: Components of these studies are acquiring self-reported data on exposure to 
psychophysiological stressors among Persian Gulf veterans and appropriate control 
populations. DoD-30 and DoD-39 will add specific information about the stressors in 
female Persian Gulf veterans and in British Persian Gulf veterans respectively. 

Additional Research Needed 

• More research is needed on the role of a variety of stressors as risk factors for later 
development of stress-related disorders, including, but not limited to. PTSD. 

4.1.9 Troop Locations 

One of the most important variables in considering any exposure is determining the 
location in the Persian Gulf War theater of individual service members as a function of time. 
Information about troop location down to the individual service member was not recorded. 
However, unit diaries (where a unit consists of approximately 100 troops) were maintained on a 
daily basis for all units. Matches between units and individuals can be made. The I IS Army and 
Joint Services Environmental Support Staff Group (ESG) is currently in the process of 
computerizing troop unit locations (PROJl-.C I VA-3). Computerized records were completed 
for the Air force. Navy, and Marines at the end of 1995. Eighty percent of the records were 
completed for the Army at the end of 1995. The remaining records will be complete by late 
1996. Because the results from this project are needed for .several epidemiological 
investigations, this project is of vital importance. 

4.2 HEALTH OUTCOMES 

The most frequently cited health outcomes and concerns related to service in the Persian 
Gulf are: 


• Non-specific syinptoms/symptom complexes; 

• Immune function abnormality/autoimmune disease; 
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• Reproductive health outcomes; 

• Genitourinary disorders; 

• Pulmonary function abnormality; 

• Neuropsychological/neurological outcomes; 

• Psychological/psychiatric outcomes; 

• Infection; 

• Cancer/neoplastic disease; 

• Mortality outcomes. 

Table 3 provides a summary of the DSB, NIH, and lOM findings on health outcomes. 
When the potential for long-term health consequences was considered, all panels agreed that 
further research into psychological outcomes, non-specific symptom complexes, and 
leishmaniasis was needed. In addition, the lOM and NIH panels recommended research on 
neurological and neuropsychological outcomes. The remaining potential health outcomes were 
each considered significant by only one panel. In such cases, though, the other two panels had 
no comment. This latter observation must be treated with caution since concern about some 
potential health outcomes have been raised only recently. 


TABLE 3 

Summary of Reported Health Outcomes 


Health Outcomes 

Scientific Review Panels 

DSB NIH lOM 

Non-specific Symptoms/ 
Symptom Complexes** 

+ 

+ 

+ 

Immune Function Abnormality 



* 

Reproductive Health Outcomes 



+ 

Genitourinary Disorders 

* 


+ 

Pulmonary Function 
Abnormality 

* 


* 

Neuropsychological - 
Neurological Outcomes 

* 

■f 

+ 

Psychological/psychiatric 

Outcomes 

+ 

+ 

+ 

Infection 

+ 


+ 

Cancer/Neoplastic Disease 



* 

Mortality Outcomes 

' 

* 

+ 


+ Recommended for further review and researoh 

Unlikely to be of primary concern for long-term health consequences 
* The outcome was either considered by the panel, but not highlighted, or was not considered by 
the panel 

’* Including Chronic Fatigue Syndrome (CFS), chemical sensitivities, and fibromyalgia 
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Below, each health outcome is considered individually. For each health outcome a 
general background is provided. This is followed by specific research questions with statements 
of current research and any additional studies that are needed. 

4.2.1 Non-Specific Symptoms/Symptom Complexes 

Within any population the size of the Persian Gulf veterans cohort (approximately 
700,000 who served in Operations Desert Shield/Desert Storm), individuals will experience 
various health complaints and may become ill at some time. Some of these symptoms and 
illnesses may not be fully explained despite intensive clinical work-ups. On the other hand, it is 
possible that some of these symptoms may fall into unique complexes that can be categorized. 


REmARCH QUEZON 9 

Are PenUui GolFvetenuis more ISiely than an appropriate eomparisan ^»p to 
experience non-apecttic symptoms and symptom com^xes? 


Recently, investigators have demonstrated in 1498 Seabees (Construction Battalion 
personnel) an increase of symptoms among deployed versus non-deployed Seabees with no 
physical correlates (Kaiser et al, 1995). Investigators with the CDC and the State of 
Pennsylvania have also demonstrated an increase of symptoms within groups of deployed versus 
non-deployed Air National Guardsmen in Pennsylvania (CDC, 1995). Symptom patterns in the 
latter study bear a similarity to Chronic Fatigue Syndrome, however the severity of symptoms is 
milder than in Chronic Fatigue Syndrome. 


PROJECTS VA-2, 4A, 5A, 6-Core, 18; DoD-lA,E, 30, 39, 40; HHS-1,2: Components 
of each of these studies are acquiring data on self-reported non-specific symptoms. Some 
(see below) are also investigating the presence of identifiable symptom complexes. DoD- 
30 and DoD-39 are collecting data in cohorts of women and British Persian Gulf veterans 
respectively. DoD-40 is not designed to address prevalence of illness, but is a 
longitudinal study of PTSD in Persian Gulf veterans. 

PROJECT VA-2; HHS-2: These smdies include a physical examination to validate the 
self-reported symptoms on a subset of the survey study population. 

PROJECTS VA-4A, 4B, 5B, 5C, 6B; DoD-31, 32, 39; HHS-2: Components of these 
studies are directed specifically at hypotheses that unexplained illnesses are associated 
with symptom complexes identified as CFS, fibromyalgia, or other symptom-based 
syndromes. At a minimum they should provide information on the prevalence of these 
complexes. 
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Additional Research Needed 

• Most of the ongoing epidemiological studies are cross-sectional in nature. There 
needs to be additional emphasis placed on longitudinal studies focusing on the health 
of Persian Gulf veterans. 

4.2.2 Immune Function 

Suggestions have been made that some Persian Gulf veterans have experienced an 
alteration in immune function or host defense. One hypothesis is that aromatic hydrocarbons, 
and other related compounds, may cause suppression of immune function through activation of 
the aromatic hydrocarbon receptor (AhR) on cell lymphocytes and, subsequently, induction of 
lymphocyte death, thereby suppressing immune function. 


RESE/URCH QUESTION 10 

Do Persian Gulf veterans have a greater prevalence of altered immune function or 
host defense ndten compared with an appropriate control group? 


Research Underway 

PROJECTS VA-4A, 5A, 6-Core, 17; DoD-37, 48: Virtually all of these studies are 
collecting standard, clinical immune function data. VA-4A is conducting research on a 
model for the upregulation of the AhR. VA-5A is studying peripheral blood 
polymorphonuclear leukocytes for chemokine expression. VA-5A is also examining 
blood mononuclear cells for reactivation for EBV, CMV, herpes 6 and herpes 7. DoD-37 
is investigating alterations of immune response in male and female rats following PB, 
DEET, and permethrin exposures, alone or in combination. This project is also 
conducting in-vitro investigations of the effects of exposure to these compounds on 
human lymphocyte immune response. DoD-48 is investigaing the frequency of 
chromosome 7 inversions in blood specimens of symptomatic and asymptomatic Persian 
Gulf veterans. 

Additional Needed Studies 

• The ongoing studies will determine the need for additional studies. 


4.2.3 Reproductive Health Outcomes 

Adverse pregnancy and birth outcomes associated with Persian Gulf area deployment 
have been a major concern among the Persian Gulf veterans. The lOM panel has recommended 
that reproductive outcomes be included among the health endpoints in surveillance programs and 
that population-based studies of these outcomes be conducted. 
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RESEARCH QUESTION J 1 

h there a greater prevalence of birth defect* in the offspring of Perrinn Culf 
veteran* Rum hi an appropriate control population? 


An investigation was conducted by the Mississippi Department of Health in collaboration 
with CDC of birth defects in children of Persian Gulf veterans from a Mississippi national guard 
unit (Penman, 1 996). Birth defects were identified and the diagnoses verified. The results were 
compared to expected values. The number of birth defects was not higher than expected for that 
population although the study had inadequate statistical power to detect any differences in 
specific defects. Investigators at the Naval Health Research Center in San Diego have examined 
military hospital discharge records for births to spouses of deployed active duty service members 
and among deployed active duty women (Cowan et al, 1 995). They found that when these 
women were compared to their non-deployed counterparts, no difference in birth defects between 
the two groups could be found. Data have been collected to determine the prevalence of 
Goldenhar Syndrome among infants of the same populations (Araneta, 1 996). 

Current Research 

PROJECTS VA-2, DoD-lD,E, 30; HHS-1: Components of each of these 
epidemiological studies are identifying through survey questionnaires birth defects in 
offspring of Persian Gulf veterans and in those of appropriate controls. 

PROJECT DoD-lG; This study will match Persian Gulf veterans and non-deployed era 
veterans with birth defects registries in 7 states to determine if the overall and diagnostic- 
specific prevalence of congenital abnormalities differs among Persian Gulf veterans, non- 
deployed era veterans and the general population. 

PROJECT DoD-35: This is a feasibility study to determine if all children bom to 
Persian Gulf veterans residing in California can be identified and if congenital anomalies 
in the first year of life can be identified. 

Additional Research Needed 

• The ongoing epidemiological studies will determine the need for future studies. 
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MSEABCH QUESTION It 

Have Fenian Gnlf veterans experienced lower reproductive success than an 
i^proprkte consol popnlatitm? 


Research Underway 

PROJECTS VA-2; DoD-lD,E,C, 30; HHS-1 : Different eomponents of each of these 
studies will investigate the prevalence of failure to conceive, miscarriage, spontaneous 
abortion, and stillbirth and compare the prevalence to that of an appropriate control 
population. 

Additional Research Needed 

• The ongoing epidemiological studies will determine the need for future studies. 

4.2.4 Genitourinary Disorders 

There have been individual reports of sexual dysfunction among Persian Gulf veterans, 
including infrequent reports of these phenomena in both the VA and DoD surveillance systems. 


RESEARCH QUESTION 13 

Is the prevalence of sexual dysflinction greater amoii); Fenian Gulf \ eterans than 
among an appropriate comparison population? 


Research Underway 

PROJECTS VA-2; DoD-1 A, IE, 30, 39; HHS-1 ; Components of these epidemiology 
studies will determine, through survey questionnaires, the prevalence of various 
manifestations of sexual dysfunction in Persian Gulf veterans (or in the veterans’ 
partners) compared to that in an appropriate comparison population. 

PROJECT DoD-44; This project will investigate immunologic mechanisms by which a 
women could develop an allergic reaction to her sexual partner’s semen. 

Additional Research Needed 

• The ongoing epidemiological studies will determine the need for additional studies. 

4.2.5 Pulmonary Function Abnormality 

Some troops may have been exposed to potentially significant amounts of petroleum 
vapors, combustion products and sand dust. Depending on exposure concentration and absorbed 
dose, repeated and chronic exposure to these chemicals and substances could possibly result in 
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impairment of pulmonary function. The NIH panel recommended a retrospective cohort study to 
investigate pulmonary function related to petroleum combustion products. 


RESEARCH QUESTION 14 

Do Pension Gulf veterans report more palmonary symptoms or diagnoses than 
persons in appropriate control populatiotts? 


DoD investigators have found that while active duty deployed Persian Gulf veterans from 
a Seabee unit self-reported more respiratory symptoms, their objective pulmonary function tests 
did not differ from a non-deployed control group (Kaiser et al, 1 995). 

Rese arch Unde rw a y 

PROJECTS VA-2, 4A, 5A, 6-Core; DoD-IA, IE, 30, 39; HHS-1: Components of 
these studies are using surveys to ascertain the self-reported prevalence of pulmonary 
symptoms/diagnoses (e g., asthma, bronchitis, etc.) among Persian Gulf veterans 
compared to an appropriate control population. Exposure-outcome relationships will be 
explored. 

Additional Research Needed 

• The ongoing epidemiological and other studies will determine what, if any, additional 
studies are required. 


RESEARCH QUESTION 15 

Do Persian Gulf veterans have a smaller baseline lung function in comparison to an 
appropriate control group? Do Persian Gulf veterans have a greater degree of non- 
specific airway reactivity in comparison to an appropriate control group? 


Research Underway 

PROJECT.S VA-41); l)oD-I A, 39: These projects are conducting cohort studies to 
determine whether there are any differences in pulmonary function and, to a lesser extent, 
airways reactivity between Persian Gulf veterans and Persian Gulf era veterans. As 
mentioned previously, DoU investigators have found that although active duty deployed 
Persian Guii veterans from a Seabee unit self-reported more respiratory symptoms, their 
objective pulmonary function tests did not differ from a non-deployed control group 
(Kaiser ct al, 1995;. 

PROJECTS DoD-2, 3: Components of these projects involve exposures of laboratory 
animals to a variety of inhaled pollutants. Pathophysiologic effects that may provide 
information on potential human health outcomes will be studied. 
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Additional Research Needed 

• The ongoing studies will determine the need for additional studies. 

4.2.6 Neuropsychological and Neurological Outcomes 

The subjective reports of generalized fatigue and cognitive impairment in Persian Gulf 
veterans enrolled in the VA and DoD registries suggest the possibility of a neuropsychological 
component to their health problems. The self-reported exposures of troops to chemicals with 
potential neurological effects (such as PB, many of the pesticides, the insect repellent DEBT, the 
insecticide permethrin, and potentially organophosphate chemical weapons) also suggest that 
neurological and neuropsychological outcomes may be important. 

The simultaneous or sequential administration of certain compounds (for example, PB 
and the insect repellent DEBT) conceivably could interact to produce an additive or synergistic 
neurologic effect. However, previous research has indicated that PB does not persist in the body 
and, therefore, is unlikely to cause any long-term effects (Breyer-PfafT et al, 1985). Furthermore, 
it is unlikely that significant simultaneous exposure to PB and insectieides/repellents occurred. 
PB was most likely used during Operation Desert Storm lasting from late January to late 
February 1991 . Insecticides and repellents, however, were most likely used during the summer 
months when insects are a particular problem. During the winter insects generally are not a 
problem that would lead to significant personal application of insecticides and repellents. 

With respect to PB alone, the lOM panel concluded that PB is a well-studied medication 
belonging to a class of drugs about which extensive knowledge exists and that PB could interact 
with other compounds to cause acute and short-term problems, but was unlikely to cause chronic 
effects. 

The determination that chemical agents (sarin in particular) were present in a munitions 
depot destroyed by US troops in Khamisiya, Iraq, on March 4 and March 10, 1991 has raised the 
possibility of exposure to chemical agents of these troops. Allied bombing of chemical weapons 
storage sites in Muhammadiyat and Al Muthanna has also raised concerns. Thus far, model 
calculations (CIA, 1 996) of plumes from these events predict potential troop exposures at levels 
that would not likely have caused any acute effects. However, model calculations of the March 
1 0 detonation are not complete. Further assessments of risk at Khamisiyah await these results. 
Regardless of the outcomes of the exposure models, there is the underlying question of whether 
exposure to anticholinesterases, sueh as organophosphate pesticides and chemical agents, at low, 
sub-clinical levels can produce chronie effeets. 

The Armed Forces Epidemiology Board (AFEB) has provided a report to DoD (AFEB, 

1 996) on their assessment of the potential long-term effeets resulting from sub-clinical exposures 
to chemical agents. The report concludes that the seientific literature provides no scientific 
evidence that acute sub-clinical exposures to either sarin or mustard can result in long-term 
health consequences. However, the report cites one study (Burchfield et al, 1976) which has 
shown in primates long-term alterations in electroencephalogram (EEG) following low-level 
sarin exposure. It was unclear in the paper, however, whether these low-level exposures resulted 
in any acute effects. Because of this the AFEB report recommends that further research (using 
primate models) on the long-term EEG effects of sub-clinical and clinical doses of sarin. The 
AFEB acknowledges in its report that the meaning of these EEG changes is uncertain. 
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In 1994. about 600 people in Matsumoto. Japan were poisoned with sarin by terrorists, 
Morita et al (1995) followed 264 people who had sought treatment. Despite frank, acute, and 
objectively measurable effects consistent with an acute sarin exposure, virtually all of these 
individuals recovered within three months with no apparent sequelae. 

Despite such reassurances, there is still some uncertainty regarding long-term effects 
from very low, sub-clinical exposures to cholinesterase inhibitors. If there are persistent effects, 
it is likely they would be manifested in neuropsychological and neurological deficits. 


RESEARCH QUESTION 16 

Is there a greater prevalence of organic neuropsychological and neurological deficits 
in Persian Gulf veterans compared to appropriate control populations? 


Early studies of neuropsychological and neurological outcome suggest that self-selected 
Persian Gulf veterans demonstrate subtle differences from controls. Goldstein et al (1996) found 
that Persian Gulf Registry participants may have small, clinically insignificant 
neuropsychological deficits which could be related to the presence of psychological comorbidity. 
A study by Jamal et al (1996) found that Persian Gulf veterans w ho self-report with symptoms 
show s evidence of small alterations in peripheral nervous system function. However, these 
findings are probably confounded by several biases, including that of selection, 

A study has been conducted of the acute interactions of PB. DEBT, and pemiethrin when 
administered orally to rats (US Army. 1995). The endpoint studied was lethality at very high 
doses. They found potential synergism of effect w hen PB w as combined with DEET and 
permethrin. More recently, a study by Abou-Dohia et al (1996) indicates that at high, non-lethal 
doses, there are acute synergistic neurotoxic effects in a chicken model. The relev ance of high 
dose acute toxicity studies to the potential for chronic effects from acute low -lev el exposures is 
unknown. 

A pilot clinical program at the Birmingham, Alabama. VA Medical Center has conducted 
neuropsychological tests on veterans from the VA Persian Gulf Registry who self-repon 
exposure to environmental hazards including chemical weapons. Preliminary evidence (Kotler- 
Cope et al. 1996) does not show any pattern to indicate a common, identifiable neuropathologic 
process. 

Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core; DoD-lA, IE, 32, 40; HHS-I: Prevalence of 
symptoms associated with neuropsychological and neurological deficits will be 
estimated, compared to an appropriate control population, and assessed in relation to 
significant subgroups of the veteran population, including those self-reporting specific 
exposures. DoD-40 does not investigate prevalence but is a longitudinal study to 
examine the time course of neuropsychological function in v eterans with PTSD. 
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PROJECTS VA-4A, 4B, 5, 6A, 9, 10, 11; Components of these projects administer 
specific neuropsychological and neurological tests to groups of Persian Gulf veterans and 
Persian Gulf era veterans. 

PROJECT VA-4A, 4B; In addition to research focusing on Persian Gulf veterans, 
investigators at the Boston VAMC Environmental Hazards Research Center are 
collaborating with scientists at St. Luke’s Hospital in Tokyo, Japan. They are studying 
the long-term consequences of sarin exposure in individuals hospitalized following the 
terrorist incident in the Tokyo subway in June 1995. This should provide additional 
insight into long-term consequences from low-level exposures. The Boston VAMC 
researchers are also collaborating with scientists in Denmark who are studying Danish 
Persian Gulf veterans. 

PROJECTS DoD-7A: This project will utilize a rat model to investigate the potential 
effects of depleted uranium on the nervous system. 

Additional Research Needed 

• Epidemiological investigations (if feasible) of the health of Persian Gulf veterans 
present at the detonation of the weapons depot at Khamasiyah in March 1991; 

• Epidemiological investigations (if feasible) of the long-term effects of acute exposure 
to low-levels of chemical warfare agents; 

• Toxicological investigations of the potential for long-term effects resulting from low- 
level exposures to chemical agent insufficient to induce acute effects; 

• Development of a long-term strategic plan for research into the potential long-term 
health consequences of exposure to low-levels of chemical agents. 


EESEARCH QUESTION 17 

Cm skmt-tvnn, iow-)evei expoanrcs to pyridostigmine bromide, the insect repellent DEET, 
Mid dkeimieeficide permetlirint«h>n« or in combination, cause short-term and/or long-term 
nrinnlqgieat effects? 


Statements that PB alone is safe and well tolerated are supported by a recent DoD- 
sponsored study (US Army, 1996) that investigated the side-effects of pyridostigmine bromide 
administered to healthy male and female volunteers in a double-blind protocol. PB (30 mg every 
8 hours) or placebo was administered for 21 days (plus one dose). Anticipated side effects in the 
PB groups were observed although they ocurred in only a few subjects and were generally mild. 
Four out of 60 subjects receiving PB experienced diarrhea and abdominal pain. The 
gastrointestinal side effects are consistent with the muscarinic effects of PB. There were no 
differences in side effects between males and females. Vital signs, laboratory tests, and ECG 
were not different between PB and placebo groups. A one year follow-up showed no adverse 
long-term effects. A single subject was diagnosed shortly after the dosing phase with a Fixed 
Drug Eruption that resolved with topical steroid treatment. The lOM panel recommended that 
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the possibility of chronic neurotoxic effects from short-term low dose administrations needs to be 
tested in appropriate animal models (lOM, 1995; see Section 4.2, Health Outcomes). 

Research Underway 

PROJECT DoD-2: In addition to examining physiological and neurobehavioral effects 
of simulated pollutant exposures, laboratory animals will be tested with pollutants alone 
and in combination with PB. 

PROJECTS DoD-21, 33: These projects investigate blood cholinesterase and the 
possible role variability in cholinesterase levels might play in predisposing some 
individuals to adverse reactions to otherwise low doses of anticholinesterases. 

PROJECT DoD-37: This project is investigating the possible neurobehavioral and 
immunological responses of male and female rats to various combinations of PB. DEET, 
and permethrin. 

PROJECT VA-5D: This project is investigating the interactive effects of 
pyridostigmine bromide and stress in a stress-sensitive animal model. 

PROJECT VA-6C: This project is investigating in-vitro the combined neural effects of 
hydrocarbon solvents and pyridostigmine bromide. 

PROJECTS VA-4A, 4B, 5A, 6A: Components of these projects are examining a variety 
of neurological and neuropsychological endpoints on selected cohorts of Persian Gulf 
veterans and Persian Gulf era veterans. Endpoints being examined range from nerve 
conduction velocity studies, to olfactory evoked potentials, to performance on 
computerized neurobehavioral test batteries. Results will be related to potential self- 
reported exposures to neurotoxic compounds. 

Additional Research Needed 

• The ongoing clinical and toxicological studies will determine the need for additional 
studies. 

4.2.7 Psychological/Psychiatric Outcomes 

A variety of symptoms have been reported by Persian Gulf veterans. Some symptoms 
may be related to post-traumatic stress disorder (PTSD). Published findings (Sutker et al, 1993; 
Sutker et al, 1994a,b; and Wolfe et al, 1993) suggest an increased prevalence of PTSD and other 
psychiatric diagnoses, such as depression, in some Persian Gulf veterans. Ursano and Norwood 
(1996) provide a comprehensive review of this issue. Although the prevalence of psychiatric 
disorders has been found to be lower in Persian Gulf veterans than among Vietnam veterans, it is 
evident that stressors during the Persian Gulf conflict were sufficient to cause significant 
psychiatric morbidity. Because of the low-level of combat experienced by many troops in the 
Persian Gulf conflict, the presence of psychiatric problems among some returnees suggests the 
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importance of stress other than actual combat as a precipitating factor. All three review panels 
(DSB, NIH, and lOM) recognized unusual stressors (e.g., sudden deployment, crowded living 
conditions, threat of CB W, combat) associated with the deployment and the possibility of their 
effects on mental health. Additionally, the potential effect of psychological stress on the immune 
system needs to be considered. 


RESEARCH QUESTION 18 

Do Fersisii Gulf v«ter«ii5 h»ve a significantly higher prevalence of psychological 
symptoms utd/or diagnoses than do members of an appropriate cmitrol grovp? 


In a study of 1498 Seabees (Kaiser et al, 1995), service members who had been deployed 
to the Persian Gulf had higher scores on abnormal psychological variables. 

Research Underway 

PROJECTS VA-2, 4A, 5A, 6-Core, 7, 8, 12; DoD-lA, IE, 6B, 30, 39, 40; HHS-1, 2: 
Components of these projects are collecting survey questionnaire data from which 
extensive questioning will allow development of prevalence estimates of psychological 
symptoms and diagnoses in comparison to an appropriate control. DoD 30 and DoD-39 
will be focusing on women veterans and British veterans respectively. DoD-40 does not 
determine symptom or illness prevalence but is a longitudinal study of PTSD. 
Investigators with the Boston VAMC Environmental Hazards Research Center have 
established collaborations with Japanese scientists to look at psychological/psychiatric 
outcomes in persons exposed to sarin in the Tokyo subway terrorist incident of June 
1995. These investigators are also collaborating with Danish scientists who are studying 
Danish Persian Gulf veterans, 

PROJECTS VA-4A, 5C, 6B: Components of these projects are examining the 
relationship between symptoms/symptom complexes (such as chronic fatigue syndrome) 
and the presence of any psychological symptoms and/or diagnoses. 

PROJECT VA-4A, SB, 5C; Components of these projects investigate the 
immunological status among different symptomatic groups of Persian Gulf veterans. 
Relationships between psychological stress and altered immune function are being 
explored. 

Additional Research Needed 

• The ongoing epidemiological and clinical studies will determine what, if any, 
additional studies are required. 
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4.2.8 Infection 

Leishmaniasis 

Unlike veterans with less well-defined illnesses, all but one of 1 2 veterans diagnosed with 
viscerotropic leishmaniasis had objective signs of disease, including high fever, 
lymphadenopathy and hepatosplenomegally. Nevertheless, because of the possibility of 
subclinical infection and the late presentation of this disease due to the prolonged incubation 
period, all three review bodies recommended further studies on detection and treatment of 
leishmaniasis. The lOM Committee recommended that when a serological test or other easy-to- 
use screening test(s) becomes available, an epidemiological and seroepidemiological study of 
leishmaniasis in Persian Gulf veterans should be conducted with appropriate controls. Although 
it appears now that infection with L. tropica is probably not a major risk factor for Persian Gulf 
veterans’ illnesses, maintaining the current research effort is of value for potential concerns 
related to future deployments, and for taking advantage of research opportunities that could arise 
in the future. 

Other Infections 

Other infectious agents, such as mycoplasmas, bacteria, viruses, and fungi, are unlikely. 
Nevertheless, in spite of the absence of a strong case from clinical evaluations to support 
infectious agents as possible etiologic factors, targets of opportunity for collecting serological 
data should be exploited. 


RESEARCH QUESTION 19 

jiVlist is the prevaicBce ef leishmaiiiasis and other infectious diseases in the Persian 
Gulf veteran popniatios? 


Research Underway 

PROJECT VA-5A; As a component of this project, blood mononuclear cells from 
Persian Gulf veterans (from existing study populations) will be tested for reactivation for 
Epstein-Barr Virus, Cytomegalovirus, herpes-6, and herpes-7. Comparisons with 
appropriate control populations will be made. 

PROJECT VA-15,16: These projects are directed at treatment and prevention of 
leishmaniasis. 

PROJECT D0D-8A, 38: In D0D-8A a recombinant antigen has been characterized that 
detects immune response in patients with viscerotropic leishmaniasis. DoD-38 is also 
focusing on the development of skin and serologic assays for leishmaniasis. 

PROJECT DoD-9: This project is attempting to identify the gene in humans that 
controls for tropism of L. tropica with the hope of determining which Persian Gulf 
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veterans, with latent L. tropica infection, are at risk for developing disease in the event of 
future immune suppression. 

PROJECT DoD-12: This project involves the development of a forward-deployable 
infectious disease diagnostic laboratory. 

PROJECT DoD-13: This project is examining dogs that were in the Persian Gulf 
theater to determine if they have any infections of importance to humans. 

PROJECTS DoD-42, 47; These projects are investigating whether mycoplasma 
infection can be detected in individuals from a sample of Persian Gulf War veterans in 
comparison to a control group. 

Additional Research Needed 

• Because adequate serologic testing is not currently possible, the true prevalence of L. 
Tropica infection cannot be estimated. If such a test becomes available, 
seroepidemiologic studies may be undertaken. If feasible and practical, sera should 
be stored in expectation of such studies. 

4.2.9 Cancer/Neoplastic Disease 

The occurrence of some cancers among Persian Gulf veterans, although infrequent, has 
elevated concern over the possibility that these cancers may be linked to service in the Persian 
Gulf. The DSB, in examining the VA Persian Gulf Registry data, found no discernible 
demographic, military, or pathological pattern to the distribution of cancer cases (DSB, 1 994). 
However, the DSB pointed out that any conclusions based on the Persian Gulf Registry must be 
made with caution because it is a self-selected group of veterans. The DSB also pointed out that 
because of the long latency period associated with cancer originating from environmental causes, 
it is too early to evaluate cancer risk in Persian Gulf veterans. 


RESEARCH QUESTION 20 

Do Persian Culf veterans have a gnMiter tMc of developtag canccra of any type when 
con^nNl with an appropriate coattttl popnitlion? 


The mortality experience of Persian Gulf veterans compared with non-deployed era 
veterans has been investigated (Kang and Bullman, 1 996). No disease-specific increase in 
mortality was observed in the deployed compared with the non-deployed veterans. Specifically, 
there was no difference in prevalence of death from neoplastic disease between Persian Gulf 
veterans and Persian Gulf era veterans. It has also been determined that there is no difference in 
hospitalization rates for neoplastic disease for Persian Gulf veterans compared with era veterans 
(Coate etal, 1995). 
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Research Underway 

PROJECT VA-4C: A component of this project involves establishing the basis for a 
cancer surveillance system among Persian Gulf veterans in the state of Massachusetts. 

PROJECT DoD-lF: This project is reviewing hospitalization records for both active 
duty and non-active duty veterans in California. 

PROJECT DoD-7B: This project uses a rat animal model to investigate the 
carcinogenic potential of embedded depleted uranium fragments. 

Additional Research Needed 

• A system for examining cause-specific, long-term mortality among Persian Gulf 
veterans (see below) will be useful in providing information on future cancer 
mortality rates among Persian Gulf veterans. 

4.2.10 Mortality Outcomes 


RESEARCH QUESTION 21 

Are Persian Gulf veterans experiencing a mortality rate that is greater than that of 
an appropriate control papulation? Are specific causes of death related to service in 
the Persian Gulf? 


The cause-specific mortality experience of 695,292 service members deployed to the 
Persian Gulf during Operations Desert Shield/Desert Storm between August 1 990 and April 
1991 was compared to 746,038 non-deployed US service members (Kang and Bullman, 1996). 
Follow-up of these veterans covered the period beginning May 1 , 1 991 , or the date they left the 
Persian Gulf area alive, and September 31, 1993. During the defined period there were a total of 
1 ,765 deaths from all causes among deployed veterans while the number expected in a 
comparable US civilian population was 4,01 1 . The observed deaths due to all causes among 
deployed Persian Gulf veterans was, however, greater than that in a comparable non-deployed 
military population during the same time period. These excess deaths among deployed veterans 
are primarily attributed to external causes, including all types of accidents and motor vehicle 
accidents. No excess deaths were observed for suicide and homicide among the Gulf veterans. 
Postservice increases in mortality due to external causes have been previously documented 
(Boyle et al, 1987). When deaths due to accidents, suicide, and homicide (external causes) were 
excluded (leaving only disease-related causes of death), the number of deaths among deployed 
veterans was 337 while the number expected was 382 based on the mortality rate among the non- 
deployed veterans. The computed disease-related death rates using these data are not different 
between deployed and non-deployed veterans. Despite the difference in overall mortality 
between deployed and non-deployed, DoD completed a study (Writer et al, 1995) comparing the 
one year, in-service mortality experience of service members who served in Operations Desert 
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Shield/Desert Storm to that of service members who served during the same time period but were 
not deployed to Southwest Asia. No difference in mortality over that period was found. The 
latter two investigations have only examined mortality rates over short time frames and, thus, 
cannot be used to draw any definite conclusions about Persian Gulf veterans’ mortality over 
longer periods of observation time. 

Research Underway 

None 

Additional Research Needed 

• Mortality experience follow-up at appropriate future time-points. 

• Investigation of the specific cause(s) of excess deaths by external causes in veterans 
deployed to war zones. Such an investigation should not be limited to the Persian 
Gulf War. 
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5. SUMMARY AND RECOMMENDATIONS 

Since the end of the Persian Gulf conflict and the first reports of health problems in 
Persian Gulf veterans, the federal government has acted to ensure that veterans have access to 
medical care, can pursue appropriate avenues for compensation, and are informed of the various 
programs and activities made available to them by the VA and DoD. Research is now moving 
forward to address important questions, the answers to which will help guide health care 
professionals in their treatment of Persian Gulf veterans and will enhance our ability to minimize 
reoccurrence of such phenomena in future deployments. The Working Plan was developed in 
1 995 to bring coherence to the research efforts being conducted or sponsored by the federal 
government, and to assist federal decision makers in the pursuit of various research directions. 

In the introduction, three goals were articulated for research on Persian Gulf veterans 
illnesses: 


1 . Establish symptom and illness prevalence; 

2. Identify risk factors, and 

3. Identify diagnostic, treatment, and prevention methodologies. 

The federal government is currently invested in all three goals and has made progress 
toward achievement of them. There are early indications that Persian Gulf veterans are reponing 
an excess of symptomatic complaints, but that these are somewhat diffuse in nature and not 
accompanied by any definite physical pathology. Results of mortality and hospitalization studies 
indicate that Persian Gulf veterans are not suffering from an excess of life-threatening diseases. 

It is evident, though, that the greatest need for research at the present continues to be in the area 
of epidemiology to ascertain symptom/illness/disease prevalence. Without definitive 
information in this regard it cannot be quantitatively determined whether Persian Gulf veterans 
are actually experiencing unusual or unexpected health problems, and if they are, the extent of 
the problem. The VA Persian Gulf Registry and the DoD Comprehensive Clinical Evaluation 
Program are valuable for revealing the nature of veterans symptoms and illnesses. However, 
they cannot, by their self-selected nature, reveal the true population prevalence of the reported 
symptoms and illnesses. Population-based studies are needed to obtain this information. 

VA, DoD, and HHS are actively engaged in several population-based studies to 
determine symptom and illness prevalence. In addition, there are some small, highly focused, 
epidemiological efforts that are concentrating on ascertaining the prevalence of discernible 
symptom complexes such as chronic fatigue syndrome. Clinical investigations, as well as these 
ongoing epidemiological studies, are clearly important. In addition, concerns that arose more 
than a year ago about adverse reproductive outcomes and sexual dysfunction among veterans and 
their spouses added a new dimension to the problem. Although all of the major population-based 
studies have components associated with reproduction and sexual function, the 1 995 Working 
Plan identified a need for studies focused on these particular problems. New projects (DoD-35 
and to a certain extent DoD-30) will be addressing reproductive concerns. 
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As a vital adjunct to population-based studies, quantitative exposure information is 
needed. If there are findings of excess symptoms and illnesses in Persian Gulf veterans, 
geographical and temporal exposure data that can be assigned to veterans during their Persian 
Gulf deployment would greatly improve the prospects for determining an association between 
exposure and disease. Accurate exposure data has been difficult to obtain, and this will most 
likely continue to be a problem. 

Research aimed at the second and third goals theoretically should wait until findings from 
population studies are complete. A few population-based studies have begun to yield results 
w'hile others arc scheduled for completion in the next 12 to 24 months. .Although research 
studies aimed at these goals are not currently as important as the population studies, they have 
not waited for epidemiology findings. Appropriately targeted, parallel studies investigating 
specific etiologic factors anticipate epidemiology findings, furthermore, the research questions 
that need to be posed addressing etiologic factors should have gcncrali/ablilily beyond the 
current concerns of Persian Gulf veterans, and thus, address the needs of the third goal, i.e. the 
identification of diagnostic, treatment, and disease prevention methodologies. This is 
particularly important because some risk factors originally thought to be important have declined 
in likelihood as new information ha.s become available. 

The important contribution of non-fcdcrally funded research addressing common 
questions is recognized. Research by independent investigators, published in peer-reviewed 
scientific journals will continue to be evaluated and used in a.s.scssing the health consequences of 
service in the Persian Gulf, as well as adjusting the course of future research. 

At the conclusion of the 1995 Working Plan several important specific areas of inquiry 
for which significant gaps in knowledge existed were listed, 'i hese areas of additional inquiry 
were cited in a Broad Agency Announcement (BAA) issued by DoD in 1995 in response to a 
Congressional mandate to conduct additional research by federal and non-federal investigators. 
The BAA sought proposals that wwe broadly directed toward epidemiology, clinical research, 
and research on pyridostigmine bromide. In June 1996 the Persian Gulf Veterans Coordinating 
Board announced the award of 1 2 new research grants as an outcome of the original BAA. 

These 12 were .selected on the ba.sis of scientific merit by an independent scientific review panel, 
and on programmatic relevance derived from the specific areas of inquiry identified in the 1995 
Working Plan. 

As a result of the evolution of our understanding of Persian Gulf veterans’ illnesses, and 
of events and concerns not known at the time of the 1995 Working Plan (particularly the events 
at Khamisiyah and the bombings of Muhammadiyat and A! Mulhanna). the Research Working 
Group has identified the following research issues that need further exploration in the near 
future; 


• Follow-up of the mortality experience of Persian Gulf veterans, encompassing cause- 
specific mortality, at appropriate future time-points; 

• More longitudinal follow-up studies of the health of Persian Gulf veterans, including 
those with illnesses that are difficult to diagnose; 

• Critical peer-review of models used to predict exposure concentrations of 
environmental pollution (such as the Kuwait oil well fires) and chemical warfare 
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agents (such as the demolition of weapons storage sites at Khamisiyah in March, 

1991 and aerial bombing of chemical weapons facilities during the air war); 

• Assessment of the potential for clinical investigations of the health status of the 
service members in the vicinity of Khamisiyah when weapons bunker 73 and the 
storage pit were detonated in March, 1991 . If deemed possible, such clinical 
investigations should be carried out. 

Additional research on health-related issues arising from the Persian Gulf experience but 
with potential for more general applicability to future conflicts is also recommended, including: 

• Investigation of the risk factors for the development of stress-related disorders, 
including, but not limited to, post-traumatic stress disorder (PTSD); 

• Investigation of the risk factors responsible for the observed excess mortality due to 
external causes (e.g., motor vehicle accidents) in veterans of all wars and conflicts; 

• Exploration of the development of practical, sensitive, and specific biomarkers of 
exposure to chemical agents, including organophosphate nerve agents and vesicants 
such as sulfur mustard. 

• Toxicological and, where feasible, epidemiological research on the potential for long- 
term health effects resulting from low-level, sub-clinical exposures to chemical 
agents, particularly organophosphate agents such as sarin; 

• Development of a strategic plan for research into the potential long-term health 
consequences of exposure to low-levels of chemical warfare agents; 

• If a simple, sensitive and specific, as well as economical, test for L. tropica infection 
becomes available, seroepidemiologic studies may be undertaken in Persian Gulf 
veterans. Indeed, when feasible and practical, sera of veterans should be stored in 
expectation of the possibility for such studies. Despite the declining importance of L. 
tropica as a risk factor in Persian Gulf veterans, continued research on tests for L. 
tropica infection are valuable for potential future deployments. 


It is anticipated that results from ongoing studies will become increasingly available 
during the coming year. Because of the limited and focused nature of these studies, it is essential 
that a contextual framework for evaluating these results be provided in order to maximize the 
value of results. Therefore, it is further recommended that researchers engaged in research on 
Persian Gulf veterans’ illnesses be brought together in the coming year for the purpose of 
comparing results and developing strategies for further meaningful comparisons of results. 

Just as this revision of the Working Plan was made necessary by advances in our 
understanding and new factual information in the past year, it is anticipated that the Working 
Plan will require periodic revision and updates in the future. 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 
Agents and Risk Factors: Study 1: A Study of Symptoms Among 1500 Seabees 
Research Focus: Symptoms/General Research Type: Clinical Epidemiology Research 

Health 


Agency DoD 
Study Start Date 6/1/94 
Project Status Ongoing 
Summary 


Study Location Naval Health Research Center 
Estimated Completion Date 10/1/96 
DoD-IA 


OVERALL PROJECT OBJECTIVE: To identify risk tectors associated with reported symptoms in 
an effort to determine causes for possible Gulf War-related morbidity. 

SPECIFIC AIMS: Are there differences in postwar morbidity between Gulf War veterans (GWV) 
and nondeployed veterans (NDV)? 

METHODOLOGY: Seabees who were on Active-duty and had been so since September 1990 
were eligible to participate. Seabees (Navy construction workers) were interviewed at two major 
Seabee bases, in Port Hueneme, CA, and Gulfport MS. After signing a consent form, volunteers 
completed a questionnaire, provided blood and urine specimens, and had their height weight, and 
hand-grip strength measured. A systematically selected subsample also perfbmned a spirometry 
test Whole blood, sera, and urine specimens were stored at -70°C. Sera were studied for 
evidence of infection while whole blood specimens may be characterized for genetic markers that 
may explain symptoms. Also, sera collected during this study will be compared to prewar sera, 
which are known to be available for a majority of the study population. Urine specimens may be 
used to rule out chronic diseases, such as adrenal insufficiency. Hand grip strength and spirometry 
results were compared among symptomatic and nonsymptomatic Seabees. The questionnaire 
responses will be used to compare the morbidity of GWV and NDV. Internal comparisons will be 
made among GWV using logistic regression modeling to detemtine if any specific exposures are 
associated with any symptoms or symptom complexes. 

EXPECTED PRODUCTS (MILESTONES): A comparison of morbidity between GWV and NDV 
Seabees will be done. Survey screening tools will be developed for posttraumatic stress disorder, 
chronic fatigue syndrome, and three diagnostic symptom patterns. Assays will be performed on 
pre- and postwar sera as infectious or other agents are identified as plausible causes of morbidity 
among GWV. We have gained approval to do some limited testing of blood specimens, although 
the exact agents and schedule of testing has yet to be determined. Additionally, we are working on 
two spin-off studies looking at handgrip strength and lung function. Manuscripts are being prepared 
for publication. 

STATUS/RESULTS TO DATE: Seabees (n=1498) were surveyed and studied. Deployed Seabees 
self-reported a higher prevalence of exposures and symptoms, as well as higher scores for 
abnormal psychological variables. Data analysis is nearing completion. Screening tools for disease 
outcomes have been developed and associations to various exposures have been measured We 
have conducted more in-depth analyses into the symptom and exposure data using cluster 
analysis. We have developed additional studies focusing on handgrip strength and lung function 
and have prepared the results for presentation. We have also started drafting manuscripts for 
publication. 

PUBLICATIONS Kaiser KS, Hawskworth AW, Gray GC, et al. A comparison of self-reported 

symptoms among active duty seabees: gulf war veterans versus era controls. 
123rd Annual Meeting and Exhibition of the American Public Health Association, 
Session 2198, 1995 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 

Agents and Risk Factors: Study 2: A comparative study of hospitalizations among Active- 
duty personnel who participated in the Gulf War and similiar personnel who did not. 
Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency doD Study Location Naval Health Research Center 

Study Start Date 7/1/94 Estimated Completion Date 10/1/96 

Project SUtus Complete DoD-IB 

Summary 

OVERALL PROJECT OBJECTIVE: Screen Department of Defense (DoD) hospitalizations for 
association with Gulf War deployment: identify specific diseases or disease groups that merit 
further study. 

SPECIFIC AIMS: Are hospitalization rates from 1991-1993 the same for Gulf War veterans (GWV) 
and nondeployed veterans (NDV)? 

METHODOLOGY: This is a tri-service, retrospective cohort study using hospital discharge records 
from all DoD facilities. The study population consists of 2 groups: nearly all active-duty personnel 
who deployed to the Persian Gulf any time between 1 August 1990 and 31 July 1991 (N = 

578,492), and a comparison group consisting of a 50% random sample of personnel who were on 
Active-duty as of 30 September 1990 and did not deploy to the Persian Gulf before 31 July 1991 (N 
= 699,792). Hospitalization records for the subjects were supplied by the DoD Manpower Data 
Center from all military hospitals. Each hospitalization lists up to a maximum of 8 unique discharge 
diagnoses. Each discharge diagnosis was classified into 1 of the 14 major classifications of 
disease and injuries as defined by ICD-9-CM. MuKivarfate logistic regression was used to compute 
odds ratios for hospitalization of GWV relative to EV for all 14 categories. A Cox proportional 
hazards model is being used to compare risks of hospitalizations among a subset of these 
categories. 

EXPECTED PRODUCTS (MILESTONES): Hospitalization risks for gulf war veterans. Results from 
this study were presented at the October 31, 1995 meeting of the American Public Health 
Association in San Diego, CA. The manuscript for this study has been submitted to the New 
England Journal of Medicine, and they have requested revisions to the manuscript. 
STATUS/RESULTS TO DATE: A manuscripts is being prepared. In general, the deployed group 
was not at an increased risk of hospitalizations after the war as compared to non-deployed 
personnel. However, deployed personnel were at greater risk of hospitalization for mental illnesses. 
Supplementary analysis of specific diagnostic categories will follow. Completed data collection. 
Manuscript has been submitted for publication in the New England Journal of Medicine. 
PUBLICATIONS Coate BD, Anderson CM, Gray GC, Hyams KC, et al. Comparative study of 

hospitalization among gulf war veterans and era controls, 1 23rd Annual Meeting 
and Exhibition of the American Public Health Association, Session 2198, 1995. 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 
Agents and Risk Factors; Study 3: A comparative study of pregnancy outcomes among 
gulf war veterans and other active^uty personnel. 


RMsarch Focm: Reproductive Health 
Agency doD 
Study Start Date 9/1/94 
Project Status Complete 
Summary 


Research Type: Epidemiology Research 
Study Location Naval Health Research Center 
Estimated Completion Date 6/1/96 
D 0 D-IC 


OVERALL PROJECT OBJECTIVE: To evaluate the risk of birth defects and other adverse 
pregnancy outcomes diagnosed in military medical treatment facilities (MTFs). Risk and relative 
risk of inpatient events will be assessed based on existing data. 

SPECIFIC AIMS: Within the design parameters, are Persian Gulf War veterans (GWV) at higher 
risk of adverse pregnancy outcomes than nondeployed veterans (NDV)7 
METHODOLOGY: This is a historical cohort study of reproductive outcomes among military 
personnel deployed to the Gulf War compared to military personnel who were not deployed. 
Demographic and hospitalization data are available for approximately 500,000 GWV and 700,000 
NDV from the Department of Defense Manpower Data Center. Substantial demographic 
information is available on all subjects, including race/ethnicity, proxy measures of socio-economic 
status (rank and education), and military occupation. Data on inpatient sen/ices received at military 
are also available and diagnoses are recorded using ICD-9-CM codes. Risk and relative risks of 
major birth defects will be evaluated. Potentially confounding factors such as maternal age will be 
evaluated. Multivariate analysis will be conducted to estimate relative risks, controlling for identified 
confounders. Events among female senrice members will be considered separately from those 
among spouses of male service members. 

EXPECTED PRODUCTS (MILESTONES): Risk and relative risks of major birth defects will be 
evaluated. Results from this study were presented at the October 31, 1995 meeting of the 
American Public Health Association in San Diego, CA. Manuscripts will follow. 

STATUS/RESULTS TO DATE: Children bom to the deployed group are being compared with 
children bom to the non-deployed group (about 40,000 total births) for major birth defects noted 
during delivery. Completed data collection. Manuscripts currently being prepared. 

PUBLICATIONS Cowan DN. OeFraites RF, Wishik SM, Gray GC, Kuhn J, et al. Preliminary 

analysis of birth defects and Persian Gulf air service. 123rd Annual Meeting and 
Exhibition of the American Public Health Association. Session 2198, 1995. 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 
Agents and Risk Factors; Study 4: Inferbiity and Miscarriage in Gulf War Veterans 


Research Focus: Reproductive Health 
Agency QqD 
Study Start Date 11/1/94 
Project Status Ongoing 
Summary 


Research Type; Epidemiology Resean* 

Study Location Naval Health Research Center 

Estimated Completion Date 9/1/97 
D0D-ID 


OVERALL PROJECT OBJECTIVE: T 0 examine if there are differences between Gulf War Veterans 
(GWV) and nondeployed veterans (NDV) in rates of infertility and miscarriage. 

SPECIFIC AIMS: Do GWV have higher rates of infertility, delayed conception, and early pregnancy 
loss compared to NDV? 

METHODOLOGY: This study will be accomplished over two phases. The first phase will be a 
questionnaire given to 8,000 couples (where either the male, female or both partners were on 
active duty but did not participate in the Gulf War during the period of the war). The questionnaire 
will be sent to either male or female sen/ice members who were either married in 1991 or are 
currently married. The second phase will consist of a 20 minute telephone interview of 
approximately 5,000 couples and era comparisons to obtain further military exposure information, 
medical history, and other known risk factors for inferblity and early pregnancy loss (eg. diet, 
smoking, and alcohol). 

EXPECTED PRODUCTS (MILESTONES): Complete Phase I survey by December 1996. 
STATUS/RESULTS TO DATE: Phase I instrument has been mailed to the selected individuals (n == 
17,133) on 28 March 1996. Approximately 4,700 surveys have been received; another 1,800 have 
been returned undelivered, and 506 have been returned blank (non participating). Data entry, as 
well as acquisition of most recent addresses for undelivered surveys is under process. Phase I 
instrument has been remailed to 6,700 veterans on 5 July 1996. 

PUBLICATIONS Calderon RL, Wishik SM. Gray GC, Hiliopoulos K. The Persian Gulf war - effects 
on human reproduction. 123rd Annual Meeting and Exhibition of the American 
Public Health Association, Session 2198, 1995. 
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Title Epidemiologic Studies of Morbidity Among Gulf Vibr Veterans: A Search for Etiologic 
Agents and Risk Factors: Study 5: Seabee Health Study. 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 


Agency DoD 
Study Start Date 1/1/96 
Project Status Ongoing 
Summary 


Study Location Naval Health Research Center 
Estimated Completion Date 1 0/1 /1 1 
DoD-IE 


OVERALL PROJECT OBJECTIVE: To study the health of Navy Seabees in relation to their 
deployments and the possible latent effects of Gulf War service. 

SPECIFIC AIMS: 1 . To determine if gulf war veterans have greater frequency of symptoms, illness, 
and propensity for making cognitive errors than other veterans. 2. To assemble a cohort for 
research on long-term effects of the gulf war on morbidity. 

METHODOLOGY: The proposed study will be a nonconcurrent historical prospective study of all 
seabees who were on active duty for a least one month between August 2. 1990 and June 30, 

1 991 . This group of approximately 1 7,500 current active duty, reservists, and former military 
personnel has been identified from records of the Defense Manpower Data Center. The study 
subjects will be mailed a survey to assess their current health status and their role (if any) in the 
Persian Gulf war. Participants in the survey will be followed prospectively for 15 years with a follow- 
up survey every 5 years (in 2001, 2006, and 2011) to detect possible latent effects of Gulf war on 
health. Potential sequelae include heart disease, diabetes, hypertension, arthritis, chronic 
inflammatory disease, psychiatric disease, and neurologic disease. To evaluate reliability of 
information, 2% of the survey participants will be interviewed by telephone and information on 
health and symptomatology from routine physicals wil be collected from military medical records. 
Bivariate and multivariate analyses will be used to identify risk factors associated with the 
outcomes of interest and multivariate logistic regression modeling will be applied to evaluate 
relationships between risk factors and the health outcomes. Development of latent chronic disease 
will be monitored by calculating the cumulative prevalence rates after each 5 year survey follow-up 
and comparing the baseline prevalence. 

EXPECTED PRODUCTS (MILESTONES): Baseline and first telephone survey data showing initial 
symptom prevalences will be available by March 1996. Subsequent analyses of symptom and 
morbidity data from written and telephone surveys are expected by March 2001 , March 2006, and 
March 2012. A comprehensive report showing comparisons between Gulf war veterans and other 
veterans including a summary of risk factor associations with morbidity will be completed by 
October 2011. 

STATUS/RESULTS TO DATE: Pilot test of the survey instrument has been completed. Awaiting 
0MB approval. After OMB approval, the survey instrument will be finalized and mailed to 
approximately 17,000 Seabees/former Seabees. First results should be available in December 
1996. 


PUBLICATIONS none to date 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 

Agents and Risk Factors; Study 6: A Comparison of Nonfederal Hospitalizaton Experience 
Among Veterans in California who have separated from active service: PGW vs. EV. 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 


Agency doD 
Study Start Date 6/1/95 
Project Status Ongoing 
Summary 


Study Location Naval Health Research Center 
Estimated Completion Date 6/1/97 
D 0 D-IF 


OVERALL PROJECT OBJECTIVE: To determine if the federal and non-federal hospitalizations 
rates differed among Gulf War Veterans (GWV) and nondeployed veterans (NDV). 

SPECIFIC AIMS: The specific research questions this project will address include: 

Did the causes for hospitalization rates of GWV and NDV differ in (1) military and (2) nonfederal 
facilities? 

Did the proportional distribution of causes for hospitalization differ during the prewar and postwar 
periods? 

Did morbidity patterns differ between GWV and NDV, temporally, and by type of hospital? 
METHODOLOGY: The study population will consist of GWV and NDV who resided in California 
after the Gulf War. Military hospitalization data will be obtained from The Department of Defense 
Manpower Data Center (DMDC). Each hospitalization lists up to 8 unique discharge diagnoses, 
which are classified into 1 of the 14 major classifications of disease and injuries as defined by the 
ICD-9-CM. Information on nonfederal hospitalization will be obtained for California residents from 
two sources: (1) The Office of Statewide Health Planning and Development (OSHPD), which 
maintains the Patient Discharge Data Program, a database of hospital discharge information from 
all nonfederally licensed hospitals in California and (2) the Department of Veterans Affairs Patient 
Treatment File (VAPTF) of all VA hospitalizations. 

Two registry matches will be performed. The DMDC database will be matched with the OSHPD and 
the VAPTF files to obtain nonfederal hospitalization data for GWV and NDV. 

The proportional distribution of causes for hospitalization of GWV and NDV during the prewar and 
postwar periods, and by hospital facility (military compared to nonfederal). will be computed through 
univariate and multivariate analyses. 

EXPECTED PRODUCTS (MILESTONES): Hospitalization rates in military and nonfederal hospitals 
will be compared between separated and active duty GWV and NDV during the prewar and 
postwar periods. 

Characteristics of morbidity resulting in hospitalizations at nonfederal hospitals for GWV and NDV 
will be described. 

STATUS/RESULTS TO DATE: A computerized matching program was designed by the California 
OSHPD to enable linkage of their database of nonfederal hospital discharge information to a NHRC 
database consisting of identifying and demographic data for GWV and NDV. Negotiations for the 
terms of this collaboration are near completion. Data from NHRC will be provided to OSHPD, 
presumably Fall 1996. 

PUBLICATIONS none to date 
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Title Epidemiologic Studies of Morbidity Among Gulf War Veterans: A Search for Etiologic 

Agents and Risk Factors; Study 7: Prevalence of Congenital Anomalies Among Children of 
Persian Gulf War Veterans. 

Research Focus: Reproductive Health Research Type: Epidemiology Research 
Agency doD Study Location Naval Health Research Center 

Study Start Date 6/1/95 Estimated Completion Date 6/1/97 

Project SUtus Ongoing DoD-IG 

Summary 

OVERALL PROJECT OBJECTIVE: To determine if the prevalance of congenital anomalies in the 
children born to Gulf War Veterans (GWV) exceed those of children of (1 ) nondeployed veterans 
(NDV) and (2) the general population (excluding GWV and NDV). 

SPECIFIC AIMS: The specific research questions this project will address include: (1) Did the 
overall prevalence of congenital anomalies differ among infants of GWV, NDV, and the general 
population prior to and after the Persian Gulf War? (2) Did the diagnostic-specific prevaience of 
congenital anomalies differ among infants of GWV, NDV, and the general population prior to and 
following the Persian Gulf War? (3) What were the pathologic patterns of congenital anomalies 
among children born to GWV? How did these characteristics differ by military subpopulations (e.g., 
service, occupation, geographic location)? 

METHODOLOGY: The Department of Defense Manpower Data Center (DMDC) maintains a 
database of demographic, military and hospitalization data among miiitary personnel. The state 
health departments of Arizona, Arkansas, California, Georgia, Hawaii, Iowa, and Oklahoma conduct 
active surveillance of congenital anomalies through the initial 12 months of life. Live births and fetal 
deaths occurring after 20 weeks of gestation are recorded in the Birth and Death Certificate 
Records of the Vital Statistics Registries of these states. 

Two registry matches will be performed. The DMDC database will be matched with the Vital 
Statistics Registry of each of these seven states to identify live births and fetal deaths occurring 
among conceptions of GWV and NDV between 1989 and 1993. Names common to the DMDC and 
Vital Statistics Registries will be matched with the Birth Defects Registry of each state. Overall and 
diagnostic-specific rates of congenital anomalies will be calculated and compared among Infants of 
GWV and NDV and the general population (excluding GWV and NDV) of each state. 

Chi-square and Fisher's exact (two-taiied) tests will be applied to compare rates between 
subpopulations. Stepwise logistic regression will be applied to identify characteristics associated 
with congenital malformations. Cluster analysis will be performed to detect interrelations among 
selected anomalies and subpopulations. 

EXPECTED PRODUCTS (MILESTONES): The overall as well as diagnostic-specific prevalence 
rates of congenital anomalies, among children of GWV and NDV will be determined. Pathologic 
patterns of congenital malformations among children of GWV will be described, and may serve 
useful In developing hypotheses about genetically or environmentally-induced birth defects for 
future investigations. 

STATUS/RESULTS TO DATE: Data provided by the Hawaii Birth Defects Monitoring Program are 
being analyzed to compare overall or organ-specific rates of birth defects among infants of GWV. 
NDV, and the civilian population. Data coliection from the Arizona Health Department began in 
April 1996. 

PUBLICATIONS none to date 


Persian Gulf Veterans’ Illnesses Research Database - Project No DoD-IG 


A-7 




Ill 


Title Physiological and Neurobehavioral Effects in Rodents from Exposure to Pyridostigmine, 
Fuels, and DEET (short title: Toxicity of Simulated PGW Exposure) 

Research Type: Basic Research 


Research Focus: Pyridostigmine Bromide 
Agency DoD 
Study Start Date 7/1 /94 
Project Status Ongoing 
Summary 


Study Location pt. Detrick 
Estimated Completion Date 10/1/97 
DoD-2 


OVERALL PROJECT OBJECTIVE: This project will evaluate the potential of a simulated Persian 
Gulf War (PGW) exposure consisting of multiple chemical exposures, alone and in conjunction with 
an imposed psychoiogical stressor, to induce biological effects in Sprague-Dawley rats. Effects will 
be evaluated for similarity to symptoms and effects reported by exposed PGW veterans (e g., 
"Persian Gulf Veterans' Illnesses"). No animal model for PGVI currently exists; therefore, the 
project will investigate it the rodent modei can reproduce the symptoms reported in PGVI. 

SPECIFIC AIMS: The primary research hyposthesis to be tested is that simuitaneous exposure to a 
combination of chemicai stressors, each well tolerated individually, causes subtle physiological 
changes when coupled with psychological stress. The study intends to identify, in Sprague-Dawley 
rats as an appropriate animal model, effects reported by humans similarly exposed during the 
PGW. The study also intends to identify a biomarker for use in evaluating the extent of exposure 
and of effect in humans. The study wili investigate physiological and neurobehavioral effects, 
neurotransmitter levels, and changes in protein composition in serum/plasma, liver, kidney, testes, 
and brain from exposed rats. 

METHODOLOGY: The chemical stressors and routes of exposure to be evaluated are; inhalation 
of fuel vapor (diesel, jet fuel) and their combustion products, dermal absorption of the insect 
repellent, N, N-diethyl-m-toluamide (DEET), and oral (or i.p.) administration of the anti-nerve agent 
enhancer, pyridostigmine bromide (PB). The psychological stress will be simulated by the 
intermittent administration of a mild electrical shock. The shock will be administered randomly by a 
computer controlled apparatus, so that to the experimental animal the shock will be uncontrollable 
and unpredictable; therefore functioning as a traumatic stressor. Male Sprague-Dawley rats will be 
exposed by inhalation to diesel and/or jet fuel vapor, orally to PB, and dermally to DEET, alone, and 
in various combinations. Half of the animals will receive a periodic, random, mild electrical shock as 
a psychological and neurobehavioral changes by standard tests, immediately after exposure and 
after a 60-day latent period. At sacrifice, neurotransmitter levels; protein mapping (i.e., stress 
protein induction) in brain, testes, kidney, liver, and serum/plasma; neurotoxic esterase and 
acetylcholinesterase activity; clinical chemistry, and immune function will be measured. 

EXPECTED PRODUCTS (MILESTONES); This study will evaluate the potential of a simulated 
Persian Gulf War (PGW) exposure consisting of multiple chemical exposures, alone and 
exacerbated by an imposed psychological stressor, to induce toxic effects in Sprague-Dawley rats 
similar to those reported by Persian Gulf veterans experiencing symptoms thought by some to be 
related to the Persian Gulf War. Currently, no animal model for PGVI exists. This study will 
investigate, in a rodent model, factors that may have contributed to the devetopment of the 
symptomatologies reported in PGVI. Representative chemical exposures from the PGW ttieater, 
with and without an imposed psychological stressor, will be investigated individually and in 
combinations to determine possible interactive effects. Selected physiological and neurobehavioral 
tests, neurotransmitter levels, and expression of stress proteins and/or shifts in protein charge 
characteristics will be used to correlate findings observed in Sprague-Dawley rats with the 
physiological and psycholgical symptoms commonly repotted in PGVI. 

STATUS/RESULTS TO DATE: Ongoing. Animal exposure system modified to administer electric 
shock as psychological stressor was successfully tested. The fourteen day exposure of male 
Sprague-Dawley rats to inhaled JP4 jet fuel vapor, oral pyridostigmine bromide, and dermal DEET 
has been successfully completed. The first data set has been collected and is being analyzed. The 

Mr/mH Hata cot mac i-rilloi-tori in miH-goptamhcr anH Hata analyctc u/iU rnntinin. until rWomhor 
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1996. 

PUBLICATIONS 


Nelson RA. Determining Types of Health Effects to Persian Gulf Veterans Due to 
Exposure to Occupational Hazards, Thesis No. AFIT/GEE/ENV/95D-13, Air 
University, USAF Institute of Technology, Whght-Patterson Air Force Base, OH. 
1995. 
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Title The General Well-Being of Gulf War Era Service Personnel from the States of Pennsylvania 
and Hawaii: A Survey 

Research Focus; Symptoms/General Research Type: Epidemiology Research 

Health 

Agency DoD Study Location pt Detrick 

Study Start Date 9/1/92 Estimated Completion Date 5/20/94 

Project Status Complete DoD-4 

Summary 

OVERALL PROJECT OBJECTIVE: Assess the general sense of well-being of Gulf War era 
veterans in the States of Hawaii and Pennsylvania. 

SPECIFIC AIMS: Identify groups within the population reporting physical or mental distress and 
highlight probable causes or contributing factors. Ascertain whether any group within this 
population was at risk for future development of PTSD related to their Gulf War era experiences. 
Evaluate the status of the 14th Quartermaster Detachment. Assess the impact of the casualties of 
the 14th Quartermaster Detachment on the community of Greesburg, Pennsylvania. 
METHODOLOGY. Identified citizens of Pennsylvania and Hawaii who served during the period of 
Operation Desert Shield/Storm (16, 167). Solicited voluntary participation in completing 
questionnaires, interviews, and other study materials (approx. 14,100). Designed and administered 
study materials (4,334 responses). Integrated data from an additional 25,000 individuals being 
studied as part of a larger assessement as a sample population from which to draw inferences. 
Survey instruments and methods included a questionnaire. Impact of Events Scale, Brief Symptom 
Inventory, PTSD Risk Algorithm, records/reports from Pacific Center for PTSD and from PTSD 
Clinical Team, VA Medical Center, Pittsburgh, PA. A variety of statistical analyses were applied to 
the data, scores, and indices. The distribution of psychological symptoms in the samples was 
analyzed, as was the distribution of illness symptoms as another category of risk. The significance 
of the differences in psychological and physical symptoms between deployers and nondeployers 
was examined. 

EXPECTED PRODUCTS (MILESTONES): An assessment of the general physical and mental well- 
being of the subject population. Information to assist Congressional determination of the need for 
appropriated funds for specialized counseling and support services to counter any adverse effects 
of service during Operation Desert Shield/Storm. Information addressing potential links between 
service in the Gulf and subsequent health and adjustment difficulties upon return. 
STATUS/RESULTS TO DATE: Study completed. Results published. The studied population was 
generally well-adjusted, with subgroups experiencing either physical symptoms, high levels of 
stress, or both (about 15% of the population). Among those deployed and who reported physical 
symptoms, neither stress nor exposure to combat or its aftermath bear much relationship to their 
distress; only the fact of deployment differentiates them from their less-burdened counterparts. 
About 15% of those deployed were experiencing both stress and physical symptoms at the time of 
the study. Many of these seem at risk for development of further difficulty, particularly PTSD. 
•PUBLICATIONS US Army Medical Research and Materiel Command Report. The General Well- 
Being of Gulf War Era Service Personnel from the States of Pennsylvania and 
Hawaii: A Survey. May 1994. 
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Title Combat Stress Pharmacotherapy 

Research Focus: Brain & Nervous Research Type: Basic Research 

System 

Agency doD Study Location Ft. Detrick 

Study Start Date 10/1/88 Estimated Completion Date 9/30/99 

Project Status Ongoing D0D-6A 

Summary 

OVERALL PROJECT OBJECTIVE: Combat stress reaction (CSR) and posttraumatic stress 
disorder (PTSD) are thought to be part of a common spectrum of disorders. It is essentiai to 
deveiop animai modeis for combat stress reaction, to identity neurochemicai mechanisms of, and 
pharmaceuticai countermeasures for combat stress effects. Emphasis is on rapidiy acting 
countermeasures which couid be administered far forward, and which would allow the stress 
casualty to remain on duty and prevent the development of PTSD. Pharmaceutical 
countermeasures must be free of unwanted side effects, such as sedation or impairment of 
memory or performance. 

SPECIFIC AIMS: Evaluate clinical and pre-clinical pharmaceuticals to prevent/reverse conditioned 
defeat (CD). Use acoustic startle, the swim test, neuroendocrine markers and telemetric 
monitoring of heart rate in behaving, unrestrained animals exposed to threat, develop technology 
for predicting vulnerability to conditioned defeat: thus enhancing evaluation of possible preventive 
measures. 

EXPECTED PRODUCTS (MILESTONES): FY 97; Examine the effect of valium on CD in another 
species (mice) to test the generality of the finding that valium may exacerbate CD (and might be 
contraindicate in combat stress reaction). Extend testing to include benzodiazepine antagonists 
and inverse agonists in mice. In addition, begin testing Buspirone, a clinically available, non- 
sedating, non-benzodiazepine anxiolytic drug in mouse CD model. Will also test its more potent pre- 
clinical analogs - Gepirone, ipsapirone, and tiaspirone. The startle respohse has been reported to 
be exaggerated in both CSR and PTSD. Accordingly, we will test the effect of CD on acoustic 
startle in the mouse. To identify potential aids to diagnosis of risk for CSR, we will further 
characterize hormonal responses to CD FY 98: Begin testing other behaviorally active clinically- 
available drugs in mouse CD model: (a) beta blockers (atenolol): (b) antidepressants used in panic 
disorders (Prozac, tricyclics): (c) stimulants such as caffeine and amphetamine. Evaluate all listed 
compounds for capability to reverse CD-induced deficits in the swim test. FY 99: Begin testing 
novel pre-clinical, non-benzodiazepine anxiolytics in the mouse CD model, ihcluding 
cholecystokinin antagonists; corticotrophin releasing hormone antagonists; and Neuropeptide Y 
(NPY) agonists. Evaluate potential therapeutic effects of thyretropin releasing hormone (TRH) - an 
endogenous peptide stimulant successfully employed to reverse learned helplessness. Target drug 
intervention at specific brain sites, study viable brain slices from defeated mice, including amygdala 
and hippocampus, to evaluate agents for selective effects on specific circuits involved in CD. Study 
the effects of CD on cognitive function and neurodegeneration. 

STATUS/RESULTS TO DATE: By establishing a streamline model of conditioned defeat (CD), we 
have met the requirement of developing an animal model for testing diagnostics for component 
processes of combat stress reaction (CSR) and screening drugs for safe, rapid treatment. We have 
shown that CD markedly decreases activity in the swim test - a measure used in the 
pharmaceutical industry to screen antidepressants. In an effort to develop reliable predictors and 
clinical indicators for CSR, we have characterized the dramatic responses to CD of hormones 
stimulated via the anxiogenic peptide, corticotrophin releasing hormone (CRH) We have shown 
that acoustic startle response (ASR) in hamsters was exacerbated by administration of CRH. This 
is significant because exaggerated acoustic startle response has been validated as a bilogical 
marker for PTSD and reported as a symptom of CSR as well. We found that valium is clearly 
counterproductive as a treatment for hamsters, as it markedly exacerbated CD. Thus, the CD 
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model affords us the capability of identifying drugs which might be contraindicated, as well as those 
which might be beneficial. By way of confirmation, an Israeli colleague is reporting that 
benzodiazepines fail to block the development of PTSD following trauma. We have optimized the 
CD model as a test bed for screening drugs by nradifying it to deliver rapid, high-volume, low-cost 
throughout. 

PUBLICATIONS Hebert M, Potegal M, Moore T, Evenson AR, Meyerhoff J. Diazepam 
exacerbates conditioned defeat in hamsters (Mesocricetus auratus). 
Pharmacology, Biochemistry and Behavior. In press. 1996. 

Potegal M, Ferris C, Hebert M, Skaredoff L, Meyerhoff J. Attack priming in 
female Syriahn golden hamsters is mediated by a c-fos coupled process within 
the corticomedial amygdala. Neuroscience. In press. 1996. 

Potegal M, Hebert M, deCoster M, Meyerhoff J. Brief, high frequency stimulation 
of the corticomedial amygdala induces a delayed and prolonged increase of 
aggressiveness in male Syrian golden hamsters. Behavioral Neuroscience 
11 0(2): 1-1 2, 1996. 
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Title Combat Stress Diagnosis, PTSD Prevention 

Research Focus: Brain & Nervous Research Type; Ciinicai Research 

System 

Agency DoD Study Location pt Detrick 

Study Start Date 10/1/87 Estimated Completion Date 9/30/98 

Project SUtus Ongoing D 0 D- 6 B 

Summary 

OVERALL PROJECT OBJECTIVE: Develop diagnostic instruments for far-forward, early diagnosis 
of soldiers at risk for combat stress reaction (CSR) and posttraumatic stress disorder (PTSD) to 
allow early intervention to prevent chronic PTSD. 

SPECIFIC AIMS: Use combined neuroendocrine and psychophysiologic techniques to develop 
rapid, reliable and inexpensive means of determining soldiers' level of stress, fitness for duty and 
risk of CSR/PTSD. 

METHODOLOGY: We will measure salivary levels of cortisol, testosterone, and 
dehydroxyepiandosterenedione sulfate (DHEAS) as stress indices. We will critically evaluate the 
reliability of voice frequency modulation as a stress index. In collaboration with the New Haven 
Veterans Administration we will conduct a prospective study on risk of stress reactions/PTSD in 
Special Operations Forces. 

EXPECTED PRODUCTS (MILESTONES): FY 96: Correlate salivary cortisol and Soldier of the 
Month Board performance; measure effect of stress on salivary testosterone and DHEAS. FY 97: 
Determine effect of psychological stress on voice frequency modulation spectrum and correiate 
with performance as well as physiological and hormonal changes FY 98: Complete prospective 
study of changes in acoustic startle and dexamethasone suppression tests (using salivary cortisol 
measurements) in soldiers subjected to stressful deployments 

STATUS/RESULTS TO DATE: Ongoing. Because the "Soldier of the Month (SOM) Board" is a 
uniquely robust physiological stressor, we have been using it as a test bed to develop and validate 
field-ready stress measures, such as a battery of non-invasive (salivary) hormonal measures. We 
will use these measures in stress studies in soldiers at risk for combat stress reaction and/or PTSD 
during military operations in the field. We have characterized the psychoendocrine and autonomic 
profile of operational stress, using the SOM Board as a model. Elevated plasma and salivary 
cortisol levels were measured in soldiers after an SOM Board experience. We have identified 
several plasma hormones which correlate positively with anxiety, and have demonstrated that 
anticipatory anxiety predicts poor performance. 

PUBLICATIONS Pitman RK, Orr SP, van der Kolk BA, et al. Analgesia: a new dependent variable 
for the biological study of PTSD. In Post T raumatic Stress Disorder: Etiology 
Phenomenology and Treatment (ed by Wolf ME). American Psychiatric Press, 
pp 141-147, 1990. 
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Title Health Risk Assessment of Embedded Depleted Uranium: Behavior, Physiology, Histology, 
and Biokinefic Modeling 

Research Focus; Depleted Uranium Research Type: Basic Research 

Agency DoD Study Location pi Detrick 

Study Start Date 12/1/94 Estimated Completion Date 1/30/98 

Project Status Ongoing DoD-7A 

Summary 


OVERALL PROJECT OBJECTIVE: To evaluate health risks associated with tissue-embedded 
depleted uranium (DU) fragments by studying the behavioral, physiological, and histological 
consequences of implanted DU in a rodent model. 

SPECIFIC AIMS: Specific evaluations in the DU Implanted rodent model will Include: 1. Behavioral 
tests of motor activity and memory. 2. Nerve conduction studies of peripheral nerve function. 3. 
Measurement of central nervous system excitability in brain slice preparations. 4. Biochemical 
assessments of renal function. 5. Histological assessment of local tissue damage and capsule 
formation. 6. Measurement of tissue concentrations of uranium. 7. Development of a biokinetic 
model describing the distribution of uranium over time. 

METHODOLOGY: After defining appropriate doses to be used for analysis of DU effects, a study 
of 325 rats provides toxicity data. Rats are randomly assigned to 5 treatment groups: 1 ) low-dose 
DU, 2) medium-dose DU, 3) high-dose DU, 4) tantalum (Ta) controls, and 5) non-implanted sham- 
surgical controls. In the low-dose and medium-dose groups, Ta is substituted for a fraction of the 
DU pellets to keep the total number of implanted fragments constant. Rats are evaluated, 
euthanized and tissue samples taken at 1, 6, 12, or 18-months following fragment implantation. 
Groups of 15 rats were determined to be necessary to achieve statistical significance. Additional 
animals (20 rather than 15) are implanted for the 18-month time point with the expectation of a 20- 
25% natural mortality. Each rat is thoroughly evaluated tor changes in behavior (functional battery, 
motor activity, passive avoidance test), peripheral nerve function (conduction velocity 
measurements), CNS excitability (hipocampal brain slice electrophysiology), renal function (plasma 
and urine biochemistries) and tissue histology Including capsule formation. In addition, data on 
tissue uranium levels (measured by kinetic phosphorescence analysis) from a subgroup of rats Is 
used to develop a biokinetic model to predict uranium distribution. All measured parameters are 
compared among groups through aniysis of variance and significance accepted at the P<0.05 level. 
EXPECTED PRODUCTS (MILESTONES): Determine appropriate doses for a DU toxicity study in 
the rat: July 1995. Complete toxicity assessment at the one-month point: Dec 1995. Complete 
toxicity assissment at the six-month point: Dec 1996. Complete toxicity assissment at the 12-month 
point: June 1997. Complete toxicity assissment at the 18-month point: Dec 1997. Complete 
biokinetic modeling for distribution of DU fragments: Jan 1998. 

STATUS/RESULTS TO DATE: Ongoing. The 30-day data following pellet implantation is complete. 
Fibrous tissue adheres to DU but not Ta pellets in situ, but capsule formation is not yet evident. 
Uranium levels are high and dose-dependent in kidney, bone, and urine and moderately high in 
muscle, brain and spleen. There is no evidence of renal toxicity or neurobehavioral neurotoxicity at 
this time and point. Results have not yet been published. 

PUBLICATIONS none to date 
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Title Carcinogenicity of Depleted Uranium Fragments 

Research Focus: Depleted Uranium Research Type: Basic Research 

Agency DoD Study Location Ft Detrick 

Study Start Date 1/26/95 Estimated Completion Date 10/30/98 

Project Status Ongoing DoD-7B 

Summary 


OVERALL PROJECT OBJECTIVE: To assess the carcinogenic risks associated with long-term 
exposure to DU-containing shrapnel in wounds. 

SPECIFIC AIMS: 1 . Determine the carcinogenicity of radioactive DU fragments in tissues relative to 
nonradioactive (tantalum) foreign-body fragments. 2. Correlate urine and kidney concentrations of 
Uranium with time after implantation of DU fragments. 

METHODOLOGY: 1 . Relative Carcinogenicity of Embedded DU Fragments. Test metals, in the 
form of wires or thin foils, will be surgically Implanted Into the subcutls of rats. Thorotrast will be 
used as a positive control radioactive material. These animals will be observed for two years for 
the onset, incidence, and biological characteristics of tumors developing at the site of implantation. 
The study will determine if radioactivity of DU foils will increase the carcinogenicity of larger foils, or 
make smaller foils carcinogenicity of tantalum foils of similar sizes. The incidence of subcutaneous 
tumors will be compared among dose groups by using a Cox proportional hazards model. 2. Renal 
Toxicity of Chronic Uranium Exposure. This study will determine the time course to achieve a 
steady-state renal DU concentration from an implanted source and to determine if toxicity is 
present at the steady-state concentration. A pilot study In rats will be conducted to determine if the 
urinary excretion of U from implanted DU foils is sufficiently high enough above background to 
detect. Urinalysis will be performed on 24-hour urine samples after animals have been acclimated 
to the metablolism cages. Analyses will include U concentration, pH, glucose, protein, and 
creatinine. Urinary enzymes will be measured for possible use In the renal toxicity study. If elevated 
U concentrations can be detected in the urine, the renal study will be conducted as a subset of the 
carcinogenesis study. Rats that are sacrificed will be examined for lesions, with particular attention 
to the urinary system. Kidneys will be examined histologically for lesions related to U toxicity. U 
content in the kidney and skeleton and remainder of the carcass will be determined. Laser 
phosphorim will be used to analyze tissue and urine samples for U. 

EXPECTED PRODUCTS (MILESTONES): The carcinogenic hazard of radioactive DU fragments 
relative to nonradioactive fragments will be determined so that informed judgements can be made 
about the clinical management of veterans with DU fragments embedded In their soft tissues. 
Milestones of this study are: January 1996; Completion of pilot study. April 1996: Initiation of the 
long-term study of potential carcinogenic effects of implanted DU fragments. April 1998: Completion 
of the long-term carcinogenesis of DU fragments. October 1998; Final Report. 

STATUS/RESULTS TO DATE: Ongoing. Dr. Gerhard Brand visited the InhalaUon Toxicology 
Research Institute March 1995 to consult on the experimental design of studies using 
subcutaneous implants of metal in rodents. Dr. Brand developed the animal model system which Is 
the basis for the planned carcinogenesis studies. Dr. Hahn visited the Armed Forces Radiobiology 
Research Institute to discuss and coordinate research approaches to the problems of DU toxicity 
with Armed Forces Radiation Research Institute (AFRRI) investigators. 1 . A preliminary 60-day 
study protocol has been Initiated to a) determine the early solubility of implanted DU compareri with 
DUTi in rats and mice; b) determine the early histologic responses to Implanted DU or DUTI and 
determine the changes in surface characteristics of DU or DUTi that may alter the long-term 
potential carcinogenic effects of implanted DU. This study will determine the feasibility of using a 
subcutaneous implantation model of foreign body carcinogenesis 2. A significant change from 
initial proposal is the addition of DU (0.75% Tl) alloy as a companion with DU. Discussions with 
investigators at AFRRI indicated that differences In solubility may exist between these two 
compounds. 3. Mice were included In the pilot study since the foreign body carcinogenic model 
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being studied has used both rats and mice. Certain strains of mice deveiop foreign body sarcomas 
much more rapidiy than other strains of mice or rats. 

PUBLiCATIONS none to date 
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Title Serologic Diagnosis of Viscerotropic 
Research Focus: Leishmaniasis 
Agency DoD 
Study Start Date 1 o/l /g3 

Project Status Complete 
Summary 

OVERALL PROJECT OBJECTIVE: To develop a reliable serologic test for viscerotropic 
leishmaniasis. 

SPECIFIC AIMS: Goal is to identify an antibody (Ab)-based serologic assay to detect active 
infection with Leishmania parasites causing the clinical syndrome of VTL using a standard format 
such as enzyme-linked immunosorbent assay (ELISA). 

METHODOLOGY: Use of ELISA-based assays to diagnose active infection with an infectious agent 
is a widely accepted and useful diagnostic intervention. Currently, there are no commercially 
available serologic assays to detect Leishmania infection. Some specialty labs use the indirect 
immunoflurescence technique (IFAT) format to detect antibodies to surface proteins of the 
promastigote (insect vector form of the parasite): however, the IFAT is not useful in VTL. Once the 
parasite is injected into humans by the sand-fly vector, it transforms into an amastigote (the form 
found in mammals). The amastigote is a genetically different morphologic form which expresses a 
unique repertoire of antigens. We believe these amastigote dominant antigens hold the key to 
serologic diagnosis of VTL. Using recombinant molecular biology techniques, proteins which are 
recognized by VTL sera can be made in large quantities and used as capture antigens in ELISA 
tests. 

EXPECTED PRODUCTS (MILESTONES): Identification of reactive clones made from screening a 
genomic library of Leishmania DNA, cloning and sequencing the recombinant proteins and use of 
the recombinant proteins to screen sera from patients with VTL. 

STATUS/RESULTS TO DATE: A genomic library was made from a Desert Storm isolate of 
Leishmania. Parasite DNA was sheared and introduced into E. coil via phage virus. Bacterial 
clones with eparasite DNA were transferred to nitrocellulose and then incubated with radioidinated 
protein labeled VTL sera. Reactive clones were then isolated, induced, and protein was sequenced. 
Patients with VTL appear to recognize a 210 kd recombinant protein, called Lt-1 , the carboxy third 
of the protein is made of repeats Smaller recombinant proteins and synthetic peptides based on 
the repeats have been made. To date, none of these peptides reliably discriminates infected from 
noninfected samples. Further work in this area is being done by the contractor. 

PUBLICATIONS Dillon DC, Day CH, Whittle JA, Magill AJ, Reed SG. The molecular and 

immunological characterization of Leishmania tropica antigens: serological and 
cellular responses by viscerotropic Leishmaniasis Patients. VIII Intern Congress 
of Parasitology, 1994. 

Dillon DC, Day CH, Whittle JA, Magill AJ. Reed. The Molecular and 
immunological characterization of Leishmania tropica antigens: serological and 
cellular responses by Viscerotropic Leishmaniasis Patients. 43rd Annual Mtg AM 
SocTrop Med & Hyg., 1994. 

Dillon DC, Day CH. Whittle JA. Magill AJ, Reed. Characterization of a 
Leishmania tropica antigen that detects immune responses in Desert Storm 
Viscerotropic Leishmaniasis patients. Proc. Natl Acad Sci , (92) :7981-82, 

August 15 1995. 


Leishmaniasis (VTL) 

Research Type; Applied Research 
Study Location pt. Detrick 
Estimated Compietion Date 9/1/96 
D0D-8A 
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Title Devetopment of a Leishmania Skin Test Antigen (LSTA) 

Research Focus: Leishmaniasis Research Type: Applied Research 

Agency DoD Study Location Ft. Detrick 

Study Start Date 10/1/93 Estimated Completion Date 1/31/00 

Project Status Ongoing D0D-8B 

Summary 


OVERALL PROJECT OBJECTIVE: To develop a reliable skin test for Leishmania infection. 
SPECIFIC AIMS: Goal is to identity a sate, potent and non-sensibzing LSTA; manufacture it under 
cGMP; and obtain an IND for its use in phase 1 and phase 2 clinical trials. 

METHODOLOGY: Use of skin tests to diagnose prior infection with an infectious agent (e.g., 
tuberculosis) is a widely accepted useful diagnostic intervention. Currently there is no Leishmania 
skin test licensed for use in the USA or available under an IND. Once required phase 1 and phase 
2 studies are completed in humans, studies could be performed in Gulf War veterans with 
confirmed and suspected leishmaniasis. 

EXPECTED PRODUCTS (MILESTONES): Completion of the IND application by 4th Quarter FY96 
and completion of phase 1 study by 2nd Quarter FY97. Phase 2 trials in FY97-98. Phase 3 trials in 
98. 

STATUS/RESULTS TO DATE: Ongoing. A lot of LSTA (microfluidized-lysate (MFL) - LSTA) was 
manufactured under cGMP in May 1995. Pre-ciinical testing in guinea pigs and non-human 
primates has shown it to be safe and potent. A similar product has sensitized naive guinea pigs on 
repetitive testing but whether this will occur in humans is not known. SDS-PAFE analysis of 
product substance, final container product and following heat treatment has shown the MFL-LSTA 
to be stable. IND submitted to FDA on 6/2/96. FDA placed phase 1 protocol on clinical hold on 
7/2/96 pending satisfactory response to questions relating to product safety. We believe we will be 
able to satisfactorily address the FDA concerns. 

PUBLICATIONS Stitler JM, Ballou WR, Eckels KH, Magill AJ. Good Manufacturing Practices 
(GMP) Production of Leishmania Skin Test Antigen: 1 . Protocol Requirements 
for Investigational New Drug (IND) Application. 43rd Annual Mtg of AM Soc 
Tropical Med & Hyg. 1994, 

Stitler JM, Ballau WR, Eckels KH, Wellde BT, Topper MJ, Rowton ED, Magill AJ. 
Good Manufacturing Practices Production of Leishmania Skin test antigen: 2. 
Production of a Microfluidized Lysate. 44th Annual Mtg of AM Soc Tropical Med 
& Hygiene, 1995. 
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Title Identification of the Genetic Factors Which Control T ropism in Leishmania 
Research Focus; Leishmaniasis Research Type: Basic Research 

Agency DoD Study Location pt. Detrick 

Study Start Date 7/1/94 Estimated Completion Date 7/1/98 

Project SUtus Ongoing DoD-9 

Summary 


OVERALL PROJECT OBJECTIVE: To identify the gene(s) that control tropism in Leishmania and 
determine its (their) sequence and function. 

SPECIFIC AIMS: The goal of this DOD/VA research is to identify the gene(s) that control tropism in 
Leishmania. The identification of a "tropism" gene will: (a) Enable the development of specific gene 
probes (primers) to be used in a patient screening program to identify those at risk of reactivation of 
latent infections; (b) Address the fundamental question of infectious disease pathophysiology, 
namely why an organism infects a particular cell; (c) Optimize treatment regimens according to 
Leishmania species and the immune status of the host. The identification of the genetic factor(s) 
involved in the visceralizaiton of Leishmania will require us to develop in vitro and In vivo models of 
tropism to facilitate the study of viscerotropic leishmaniasis (diagnosis, therapy, prevention) and 
Leishmania tropism. 

METHODOLOGY: A. Develop in vitro and in vivo models of Leishmania tropism to use for the 
determination of the genetic factors controlling tropism: i) a promastigote temperature sensitivity 
model; and ii) a cutaneous and a visceral animal ntodel of Leishmania tropism. B. Create 
Leishmania mutants with altered tropism in the in vitro and in vivo models of tropism; i) temperature 
sensitive parasites changed to resistant and visa versa; and ii) cutaneous parasites (in the animal 
model) changed to visceral and visa versa. C. Use recently developed molecular genetic 
techniques to restore the original (wild-type) phenotype to the Leishmania temperature and tropism 
mutants by transfection with the appropriate Leishmania cosmid DNA libraries. D. Identify the 
gene(s) controlling temperature sensitivity and tropism present in the cosmld(s) which restore(s) a 
wild-type phenotype to the Leishmania cells. E. Retest the function of these genes in both models 
using transfection methodology. 

EXPECTED PRODUCTS (MILESTONES): 1 . Develop an in vitro temperature sensitivity model that 
will correlate with tropism in vivo - 1995. 2. Develop animal models which can be used to select for 
altered tropism - 1995. 3. Obtain Leishmania mutants in vitro- 1995 - 1996. 4. Obtain 
Leishmania mutants in vivo - 1996 - 1997. 5. Create cosmid DNA libraries - 1996 - 1997. 6. 
Reconstitute the wild-type phenotype (tropism) utilizing a wild-type Leishmania DNA cosmid 
library - 1997-1998. 7. Molecular characterization: a) Identify the gene(s) present in the cosmid(s) 
which restore(s) a wild-type phenotype to the Leishmania mutants, b) Sequence the gene(s) - 
1998. c) Determine homologies with genes in the database - 1998. 

STATUS/RESULTS TO DATE: Ongoing, 1. Developed an in vitro promastigote temperature model 
and determined that temperature sensitivity in vitro correlates with Leishmania tropism in vivo. 2, 
Determined that there is no absolute temperature requirement for dermotropism, but that there is a 
minimum temperature resistance requirement for visceralization. 3. Determined that parasite 
strains that have an unusual tropism In the human host (to include the viscerotropic L. tropica from 
Desert Storm) also show an unexpected temperature sensitivity in the model. 4 Developed two 
animal models where the tropism of the Leishmania strain Is known, uniform, and reproducible (all 
organisms are found in one location, either visceral or cutaneous) when inoculated in the skin (sc) 
to mimic a sand fly bite; Cutaneous model - no visceralization; and Visceral model - no skin 
lesions. 5. Obtained Leishmania temperature sensitive and resistant mutants. 6. Developed and 
standardized in the laboratory transfection and Leishmania cosmid DNA library techniques. 7. 
Selected a L. donovani and two L. tropica temperature-resistant strains in vitro. 8. Chemically 
mutagenized a L. mexicana strain and selected a tropism mutant in our hamster model. 9. Made 
wild-type DNA cosmid librarios of all the Leishmania strains (4) that will be mutagenized and 
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selected for altered tropism in our hamster model. 

PUBLICATIONS Callahan HL, Portal IF, GrogI M. Development of an in vivo Leishmania 

temperature sensitivity model: preliminary studies with strains wltti aberrant 
tropism in vivo. 44th Annual Meeting of Am Soc Tropical Med & Hygiene 
53(2):215, 1995. 

Callahan HL, Portal IF, Bensinger SJ, GrogI M. The temperature sensitivity of 
Leishmania promastigotes in vitro: a model for tropism in vivo. 1996. Accepted, 
Exp. Parasit. 

Callahan HL, GrogI M. Development of animal models to study Leishmania 
tropism at the molecular level. 1995, in preparation for submission to the Am J 
Tropical Med. 
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Title Pyridostigmine Synergistic Toxicity Study 


Research Focus: pyridostigmine Bromide 

Agency DoD 

Study Start Date 11/1 /g4 

Project Status Complete 

Summary 


Research Type: Basic Research 
Study Location pt. Detrick 
Estimated Completion Date 3/1/94 
DoD-10 


OVERALL PROJECT OBJECTIVE: To determine potential toxic interactions when pyridostigmine 
bromide, permethrin, and DEET are given concurrently to male rats by gavage. The after-action 
analyses uncovered concerns about the possible synergism of pyridostigmine taken by the service 
members (SM's) in ODS to protect them against potential nerve agent exposure and permethrin 
and DEET, insecticides used by SM's in ODS, 

SPECIFIC AIMS: Phase I determined the acute oral lethal dose response relationship of each 
compound with the vehicle, propylene glycol. Phase II was a dose response study using probit 
units from Phase I as well as calculated dosage solutions of the three materials in combinations. 
METHODOLOGY: The first phase was the development of acute oral lethal dose-response 
relationship of each compound with the vehicle, determine dosage levels for the second phase. 

Part 1 of Phase II served as a positive control for the interaction portion of the study and verified 
data obtained from Phase I. The Part 1 dose response study used probit untis from Phase I. Part 2 
of Phase II was similar to the control portion except that the vehicle contained the calcuiated LD16 
of the other two compounds. All studies were conducted under Good Laboratory Practice (GLP; 40 
CFR 160 and 792 and amendments). The Phase I study protocol used 16 groups of 10 animals 
each, with one group of 10 receiving oniy the prolylene glycol vehicle. Gross necropsy was 
performed on all animals as soon as possible after death Animals surviving the 14 day study 
period were sacrificed and examined for gross pathological lesions. The Phase il study used 15 
groups of six animals each for the positive control portion and 18 groups of 10 animais each for the 
interaction portion. Animals were necropsied and examined for gross pathological lesions. 
EXPECTED PRODUCTS (MiLESTONES): Reports and publications. 

STATUS/RESULTS TO DATE: Complete. Report published 31 May 1995. The principal finding is 
that there is significant increase on the lethal effect in rats given pyridostigmine bromide, 
permethrin, and DEET simultaneously by gavage when compared to expected additive lethal effect 
of the individual compounds. 

PUBLICATIONS US Army Center for Health Promotion and Preventive Medicine Report. Acute 
Oral Toxicity Study of Pyridostigmine Bromide, Permethrin, and DEET in the 
Laboratory Rat. Toxicological Study 75-48-2665, 31 May 1995. 


Persian Gulf Veterans' Illnesses Research Database - Project No DoD-10 


A-21 




125 


Title Male/Female Differential Tolerances to Pyridostigmine Bromide 


Research Focus: Pyridostigmine Bromide 

Agency DoD 

Study Start Date 1 0/1 /94 

Project Status Ongoing 

Summary 


Research Type: clinical Research 
Study Location pt. Detrick 
Estimated Completion Date 2/1/97 
DoD-11 


OVERALL PROJECT OBJECTIVE: To determine if males and females have different tolerances to 
doctrinal dose (30 mg every 8 hours) of pyridostigmine bromide. 

SPECIFIC AIMS: To evaluate the tolerance of pyridostigmine bromide (30 mg every 8 hours for 21 
days): to evaluate multiple dose kinetics: and to evaluate the effect of weight in males and females 
upon drug tolerance. 

METHODOLOGY. Double-blind study. 

EXPECTED PRODUCTS (MILESTONES): Final Report. 

STATUS/RESULTS TO DATE: In life portion of the study and the one year follow-up have been 
completed. The draft report for the in life portion of the study is under review. Preliminary results 
from this study indicate that pyridostigmine continues to be safe. Expected side effects, primarily 
gastrointestinal, were observed. Other events did not appear to be related to the drug since the 
reporting incidence was equal in active drug and placebo groups. No difference in side effects were 
found related to gender, size, or weight. Draft report has been peer reviewed and the final report is 
due by December 1996. 

PUBLICATIONS none to date 
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Title Forward Deployable Diagnostics for Infectious Diseases 

Research Focus; Miscellaneous Research Type: Applied Research 

Agency DoD Study Location Ft Detrick 

Study Start Date 10/1/93 Estimated Completion Date g/30/01 

Project Status Ongoing DoD-12 

Summary 


OVERALL PROJECT OBJECTIVE: To develop a series of simple diagnostic assays suitable for 
forward deployed preventive medicine teams. Area Medical, and Forward Laboratories. 

SPECIFIC AIMS: To develop rapid and simple diagnostic tests to permit the identification of the 
causes of Infection outbreaks before they reach the epidemic state. Serological assays are being 
developed for typhus fever, dysenteries caused by shigella and other bacteria, and leptospirosis. 
Tests utilizing polymerase chain reaction (PCR) technology are being explored for diagnosing 
dengue fever. Fluroescent assays for malaria and other parasitic diseases are under investigation 
Hand-held chromatographic immunoassays are being developed for dengue fever. Future 
applications include Campylobacter, malaria, and arboviral and nckettsial disease agents. Dipstick 
technology is being developed for dengue fever as well as rickettsial disease agents responsible for 
scrub and endemic typhus, and spotted fever roup diseases. 

METHODOLOGY: Hand-held chromatographic immunoassays; electrochemiluminescence (ECL) 
detection: polymerase chain reaction assays; dip-stick assays. 

EXPECTED PRODUCTS (MILESTONES): Forward deployable assays using immunochemical - 
based assays against dengue, hanta-, and selected hemorrhagic fever viruses are expected to 
reach Milestone I in 4QFY97. Confirmatory polymerase chain reaction assays with high specificity 
and sensitivity are expected to reach Milestone I in 4QFY98. Field evaluations of selected dip-stick 
assays will occur during FY96. 

STATUS/RESULTS TO DATE: Sensitive and specific enzyme-linked immunoassays are currently 
available for the detection of selected antigens, or anti-agent IgG/IgM antibodies for a select group 
of Infectious diseases. Application of chromatographic assay technology is expected to occur in 
FY96 with completed products available by FY98. Prototype polymerase chain reaction assays are 
currently available for dengue virus and hantaviruses. New PCR technology that will allow 
automated detection is currently being explored. Evaluation of fieldable reagents and validation of 
the assays will continue at least until FY98. initial laboratory development is completed for dip-stick 
assays for scrub and endemic typhus; dip-sticks for rickettsial spotted fever group and dengue 
fever disease agents are in progress, and should be completed in FY97; field evaluations follow 
laboratory development. Laboratory development is in progress for hand-held immunoassays for 
dengue fever viruses. 

PUBLICATIONS Kelly DJ, Chan CT, Paxton H, Thompson K, Howard R, Dasch GA. Comparative 
evaluation of a commercial enzyme immunoassay for the detection of human 
antibody to Rickettsia typhi. Clinical & Diagnostic Laboratory Immunology 
2{3):356-60, 1995. 

Weddle JR, Chan TC, Thompson K, Paxton H, Kelly DJ, Dasch GA, Strickman 
D. Effectiveness of a dot-blot immunoassay of anti-Rickettsia tsutsugamushi 
antibodies for serologic analysis of scrub typhus. Am J Tropical Med & Hygiene, 
53(1):43-6, 1995. 
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Title Effects of Persian Gulf War Service on Military Working Dogs 

Research Focus: Miscellaneous Research Type: Epidemiology Research 

Agency DoD Study Location pt. Detrick 

Study Start Date 4/1/94 Estimated Completion Date 12/1/98 

Project Status Ongoing DoD-13 

Summary 


OVERALL PROJECT OBJECTIVE: The possibility of exposure to environmental factors and 
endemic diseases exists for the population of military working dogs (MWDs) that deployed to the 
Persian Gulf (PG) theater of war. The hypothesis to be tested is that there will be no differences in 
pathologic diagnoses between the PG MWD cohort and a matched (on basis of age, sex, and 
breed) comparison group never deployed to Southwest Asia (SWA). 

SPECIFIC AIMS: The (null) hypothesis to be tested is that in the final analysis there will be no 
differences in diagnoses between the PG MWD cohort and the comparison group which never 
deployed to SWA. Should this hypothesis not be supported: 1) the possiblity exists that differences 
in pathologic diagnoses between the two cohorts may be the result of deployment to SWA; and 2) 
dates of deployment and location in theater will be compared among the PG MWDs, and 
conceivably to those of PG veterans. 

METHODOLOGY: The PG MWD cohort was identified after the cessation of hostilities and 
subsequent redeployment. The inclusive deployment dates for this population are 31 July 1990 to 
31 December 1991. Generation of data: Those MWDS still living receive semi-annual physical 
examinations which include routine panels of hematologic, serologic, and chemical analyses; the 
results of which are posted in their medical records. Those MWDs identified for this study that are 
euthanized for medical reasons have peripheral blood samples collected for routine blood tests; 
results of which are included in the dogs permanent medical record. Medical records from all 
deceased MWDs in the Department of Defense are archived at the DOD Military Working Dog 
Veterinary Services (DODMWDVS), Lackland Air Force Base, Texas. Those PG cohort MWDs that 
have been categorized as "not fit for duty" and not humanely euthanized for extenuating medical 
reasons, may be relocated to the DODMWDVS kennels facilities where the dog will be allowed to 
live out its natural life span or until a point when euthanasia is elected to prevent or terminate undue 
suffering. PG cohort MWDs and the comparison group MWDs will undergo a thorough autopsy 
upon natural death or euthanasia. At autopsy, gross changes are described, and an extensive set 
of tissues collected and forwarded to the Department of Veterinary Pathology, the Armed Forces 
Institute of Pathology (AFIP), Washington, DC. The fixed tissues are processed for histologic 
examination resulting in a final pathology report; the remaining wet tissues, microslides, and case 
folder materials are archived. Additional fresh tissue specimens of liver, kidney, lung, and adipose 
tissue are rapidly frozen at the time of autopsy and eventually fonvarded to the AFIP for storage 
until toxicologic analytic procedures may be performed. Antemortem serum samples from all 
MWDs are banked at the Regional Laboratory, Fort Sam Houston, Texas. Epidemiologic analysis 
of all data will be accomplished utilizing a master of public health/epidemiology graduate student 
and a database management system incorporating SNOMED International software coding 
terminology. 

EXPECTED PRODUCTS (MILESTONES); See Objectives. 

STATUS/RESULTS TO DATE: Ongoing. We have identified one hundred twenty-four MWDs that 
deployed to various locations in the PG theater in support of operations within the inclusive dates 
listed above. The AFIP (American Registry of Pathology) funded a pilot protocol enabling the early 
implementation of a database system which includes pathologic (including surgical and postmortem 
morphologic changes), demographic, regional, temporal and clinical findings from initially Identified 
PG MWD cohort and matched comparison MWDs. The pilot protocol funding expired in 1995. 

The collection and epidemiologic analysis of all available data is the primary responsibility of a US 
Army Veterinary Corps Officer currently enrolled in a master's of public health/epidemiology 
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graduate study program. The project currently has retained the services of a database 
management systems consultant with expertise in SNOMED International who will follow the 
development of the DBMS to completion. This DBMS will operate in FOXPRO with an integration of 
SNOMED, and is expected to be complete in February 1997. 

PUBLICATIONS none to date 
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Title Risk Factors Among US Army Soldiers for Enrolling on the Department of Veterans Affairs 
Gulf War Registry 

Research Focus; Symptoms/General Research Type: Epidemiology Research 

Health 


Agency DoD 

Study Start Date 10/1/93 

Project Status Ongoing 

Summary 


Study Location Ft. Detrick 
Estimated Completion Date 9/1/96 
DoD-14 


OVERALL PROJECT OBJECTIVE; Determine the presence of unique characteristics 
(demographics, aptitude test scores, self-reported health behaviors, past hospitalizations) of Army 
personnel enrolled in the DVA Registry of Persian Gulf veterans. 

SPECIFIC AIMS: The two specific aims of the study are: (1) Investigate logistical, epidemiological, 
and statistical methodologies tor obtaining, combining, and analyzing records. These techniques 
will be needed for future studies on reported post-deployment illnesses in soldiers who served in 
the PGW. These techniques would also be applicable in evaluating the health effects of future 
deployments (2) Determine which characteristics (to include demographics, past medical history, 
and health risk behaviors) of soldiers who have been enrolled in the VA PGW registry differ from 
those who have not enrolled. Ultimately, this information can be used to identify soldiers at a high- 
risk of reporting post deployment medical problems. These soldiers may be targeted for 
interventions before or after their deployment to reduce the risk adverse health effects attributable 
to service in a war zone. 

METHODOLOGY; Using case-control methodology we will determine if there is an association 
between PGW veterans' various demographic, medical, or health behavior characteristics and their 
probability of enrolling in the PGW registry. Individuals on the VA database and controls from the 
Defense Manpower Data Center's (DMDC) roster of PGW participants will be the study population. 
Characteristics evaluated in this hypotheses generating study include demographic factors, recruit 
applicant aptitude test scores, pre-deployment self-reported health behaviors, and pre-deployment 
health care utilization as are represented by hospitalizations in military hospitals. These data are 
available In already existing Army or DoD databases, however, all data may not be available for all 
study subjects. 

EXPECTED PRODUCTS (MILESTONES): (1) A data base of US Army PGW veterans, which 
includes health indicators and demographic data from the pre, during, and post deployment phases 
of their military careers. (2) A determination of whether existing data sources can be used to predict 
a soldier’s likelihood of having significant post-deployment adverse health outcomes or a high level 
of concern about potential health effects of the deployment This finding will be reported to the 
military and civilian medical and scientific communities. 

STATUS/RESULTS TO DATE: Ongoing. As of March 5, 1996, all databases have been merged 
and data analysis is underway. Preliminary results should be available within a few months. 
PUBLICATIONS none to date 
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Title Comparative Mortality Among US Military Personnel Worldwide During Operations Desert 
Shield and Desert Storm 

Research Type: Epidemiology Research 
Study Location pt. Detrick 
Estimated Completion Date 1/1/95 
DoD-15 


Research Focus: Mortality 
Agency DoD 
Study Start Date 5/1/94 
Project Status Completed 


Summary 


OVERALL PROJECT OBJECTIVE: Characterize the disease and non-battle injury (DNBI) mortality 
experience of US military personnel during ODS/DS. Determine whether US military personnel 
deployed to Southwest Asia (SWA) had a higher rate of death than US military personnel who did 
not deploy. 

SPECIFIC AIMS: See above objectives. 

METHODOLOGY: Casualty reports were used to calculate cause-specific mortality rates among all 
personnel on active duty in the US Armed Forces (including Reserve and National Guard) over a 
one-year interval that included the Persian Gulf War. Death rates among active duty personnel 
deployed to SWA at any time during this period were compared to rates for all military personnel on 
active duty but not deployed to SWA. 

EXPECTED PRODUCTS (MILESTONES): Determination of whether US military personnel 
deployed to SWA had a higher death rate than non-deployed military personnel. 
STATUS/RESULTS TO DATE: Completed Except for hostile action deaths, the overall mortality 
experience among US military personnel who deployed to SWA did not significantly differ from that 
observed among US military personnel who did not deploy to SWA. No evidence of clusters of 
unexpected deaths were found, except for two accidents. Each death was characterized as to have 
been most liekly caused by disease or trauma. Trauma deaths were additionally classified as due 
to unintentional (accidental) injury, battle injury, self-inflicted injury, or homicide. 

PUBLICATIONS Walter Reed army Institute of Research Report. Comparative Mortality Among 
US Military Personnel Worldwide During Operations Desert Shield and Desert 
Storm. January 1995. 

Writer JV, DeFraites RF, Brundage JF. Comparative mortality among US military 
personnel in the Persian Gulf region and worldwide during Operations Desert 
Shield and Desert Storm. J/kMA; 275(2):118-121, 1996. 
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Title Kuwait Oil Fire Health Risk Assessment 


Research Focus: Environmental 
Toxicology 

Agency doD 
Study Start Date 5/5/91 
Project Status Complete 

Summary 


Research Type: Applied Research 

Study Location Ft. Detrick 
Estimated Completion Date 2/18/94 
DoD-16 


OVERALL PROJECT OBJECTIVE: To characterize both the carcinogenic and noncarcinogenic 
health risks to DOD troops and civilian employees exposed to the environment affected by the oil 
fires during and after Operation Desert Storm. 

SPECIFIC AIMS' 1. Environmental Monitoring, The environmental monitoring study attempted to 
characterize the concentration of pollutants that DOD personnel were exposed to during their 
deployment in the Gulf region. Air monitoring and soil sampling data were used to calculate 
exposure point concentrations for individual Health Risk Assessments in the final report. 2. 

Industrial Hygiene Sampling Study. The industrial hygiene air survey monitored and characterized 
occupational exposures of DOD personnel who had potential high risk exposure to oil fire 
emissions. The focus was on individuals working outdoors and on worst-case situations within the 
oil fields next to Kuwait City. 3. Biological Surveillance Initiative. The Biological Surveillance 
Initiative was conducted to refine and corroborate the results from the Health Risk Assessment. 

This was accomplished by a collection of objective biological measurements of exposure and effect 
in real-time, and by establishment of any observable biologic effect or marker of exposure to oil fire 
pollutants in a cohort of U S. soldiers. 

METHODOLOGY: 1, Sampling and Analysis. Sampling and analytical methodologies for ambient 
air, soil, industrial hygiene air, biologic samples, and quality assurance procedures are detailed in 
the final report. 2. Risk Assessment. The methodology used for this Health Risk Assessment was 
the EPA guidance for the Comprehensive Environmental Response. Compensation and Liability 
Act sites (CERCLA), also known as "Superfund” sites. The methodology did not determine an 
individual's health outcome or include the use of reported health effects data. The components of 
the risk assessment process Included data collection and evaluation, exposure assessment, 
toxicity assessment, and risk characterization and uncertainty analysis. 

EXPECTED PRODUCTS (MILESTONES): Reports 

STATUS/RESULTS TO DATE: Completed. The potential for significant long-term adverse health 
effects for the exposed DOD troop or civilian employee populations is minimal. The total predicted 
excess carcinogenic risk both in Kuwait and in Saudi Arabia did not exceed 3 excess cancers per 
1,000,000 population exposed. The predicted carcinogenic risk levels are well within the EPA range 
of acceptable excess carcinogenic risks. The majority (>99%) of noncarcinogenic risk at all 
monitoring sites is predicted to be from the inhalation of volatile organic compounds and is 
assessed as low. The results of the Biological Surveillance Initiative support the conclusion that 
noncarcinogenic risk levels indicate minimal potential adverse health effects. 

PUBLICATIONS US Army Environmental Hygiene Agency, Final Report. Kuwait Oil Fire Health 
Risk Assessment. No. 39-26-L1 92-91, 18 February 1994 
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Title Retrospective Studies Involving Military Use of Pyridostigmine as a Pretreatment for Nerve 
Agent Poisoning 


Research Focus; Pyridostigmine Bromide 


Agency DoO 

Study Start Date i/i/gi 

Project Status Complete 


Research Type: Epidemiology Research 
Study Location Ft Detrick 
Estimated Completion Date S/21/92 
DoD-17 


Summary 


OVERALL PROJECT OBJECTIVE: To obtain safety data for New Drug Applicatton with the Food 
and Drug Administration (FDA). 

SPECIFIC AIMS: To perform retrospective evaluation of effects of pyridostigmine use in the 
Persian Gulf. 

METHODOLOGY: Retrospective evaluation. 

EXPECTED PRODUCTS (MILESTONES): Reports. 

STATUS/RESULTS TO DATE: Complete. Three surveys were completed, reports prepared, and 
forwarded to the FDA. Results indicated that pyridsotigmine continues to be safe. Side effects 
reported were primarily gastrointestinal in nature. Headaches were also reported by the 
respondents. 

PUBLICATIONS Three Survey Reports consolidated Into an Amendment to the FDA IND 
Application 
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Title Kuwait Oil Fires Troop Exposure Assessmetrt Model (TEAM) 

Research Focus: Environmental Research Type: Applied Research 

Toxicology 


Agency doD 

Study Start Date 5/31/93 

Project Status Complete 

Summary 


Study Location pt. Detrick 
Estimated Completion Date 12/31/96 
DoD-18 


OVERALL PROJECT OBJECTIVE: To respond to Public Law 102-190 (Section 734: Troop 
Registry from exposure to oil well fires in Operation Desert Storm) by characterizing the potential 
carcinogenic and non-carcinogenic health risks to U.S, military personnel exposed to the 
environment affected by the oil well fires during and after Operation Desert Storm, 

SPECIFIC AIMS: The site-specific Kuwait Oil Fire Health Risk Assessment addressed the risks to 
DOD troops located at the eight fixed air/soil sampling sites where actual environmental data were 
collected and aniyzed. This study will incorporate actual site data with the modeled air 
concentrations, exposure data, and the Troop Location Registry data, to determine the risk to U.S. 
military personnel that were not located at fixed sampling sites for their entry tour of duty and for 
periods of time when no sampling occurred. 

METHODOLOGY: Using a geographic information system (GIS) that is capable of mapping troop 
location and movement over time, in conjunction with the troop movement database, the locations 
of all US military personnel are being mapped during Operation Desert Storm. Once troop locations 
have been determined and mapped, the GIS determines troop exposure to oil fire pollution using 
satellite images, modeled plume boundaries, oil field crude composition data, oil field emission 
rates, modeled pollutant concentrations, and actual field data. When troop location and exposure 
have been determined, the potential health risks resulting from the exposure will be determined. 
EXPECTED PRODUCTS (MILESTONES): The outcomes expected from this study will be the 
determination of exposure and potential health risks associated with oil fire pollution for U.S. military 
personnel participating in Operation Desert Storm. 

STATUS/RESULTS TO DATE: This project is ongoing. A majority of the data have been entered 
into the system. Both satellite plume and modeled plume boundaries (over 270 days, or the 
February - October 1991 timeframe) have been digitized. Pollutant-specific oil fire emission factors 
have been derived and integrated into the TEAM; updates on these are on-going. Complete unit 
identification code location data for the Navy, Marine Corps and Air Force (over 134,000 records) 
have been entered into the TEAM database. Over 195,000 Army UlC location data are in the TEAM 
database. The Army UlC location data are incomplete; we expect the final Army UlC location data 
to be entered into the TEAM database on/about July 26, 1996. In addtion, the Desert Storm 
personnel roster (over 757,000 individuals) are in the TEAM database. We are currently updating 
the toxicological (from IRIS and HEAST databases) and exposure factor tables of the TEAM 
database. Over 2,000,000 records have been entered into the TEAM database. 

PUBLICATIONS US Army Environmental Hygiene Agency, Final Report. Kuwait Oil Fire Health 
Risk Assessment. No. 39-26-L192-91, 18 Feb 1994. This report describes the 
eight fixed air/soil sampling sites study and presents the preliminary results of 
the KOFTEAM pilot project. 


Persian Gulf Veterans' Illnesses Research Database - Project No DoD-18 


A-30 




134 


Title Persian Gulf Veterans Health T racking System 

Research Focus: Environmentai Research Typo: Appiied Research 

Toxicology 


Agency doD 
Study Start Data 4/1/96 
Project Status Ongoing 
Summary 


Study Location pt. Detrick 
Estimated Completion Date 12/31/97 
OoD-19 


OVERALL PROJECT OBJECTIVE; To respond to Public Law 102-585 (Section 702: Scientific 
research using Troop HeaHh Registry) by characterizing aii potential exposures (e.g., oil fires, 
vaccines, chemical/biological warfare agents, pesticides, pyridostigmine bromide, etc) to U S. 
military personnel participating in Operation Desert Storm, and to assess the potential health 
consequences of those exposures. 

SPECIFIC AIMS: The site-specific Kuwait Oil Fire Health Risk Assessment and the Troop 
Exposure Assessment Model (TEAM) address the potential risks to U.S. military personnel from 
potential exposure to airbom contaminants from oil well fires. This study attempts to characterize 
other potential exposures experienced by U.S. military personnel during Operation Desert Storm 
and to assess the potential health risks/consequences of those potential exposures. 
METHODOLOGY: The Persian Gulf Veterans Health Tracking System uses a geographical 
information system (GIS) to assess potential exposures and medical outcomes for U.S. military 
personnel who participated in Operation Desert Storm. Once troop locations are determined and 
mapped (from the Troop Location Registry data), the GIS can help determine potential troop 
exposure to any number of different chemicals, environmental threats, or other materials. Vi/hen 
troop locations and potential exposures have been detemnined, the potential health risks resulting 
from the potential exposures can be determined. In additon to examining potential exposure, 
databases on medical outcomes (e.g.. Comprehensive Clinical Evaluation Program, the Veterans 
Administration Mortality Study, etc.) can be evaluated by studying potential exposures, locations, 
movements, and relationships of the troops in these databases for epidemiological significance 
EXPECTED PRODUCTS (MILESTONES); Characterization of the potential exposures and health 
risks/outcomes associated with service by U.S. military personnel in Operation Desert Storm. 
STATUS/RESULTS TO DATE: Ongoing. The CCEP database has been integrated into the GIS. 
Space and time analyses are being performed on the possible low-level chemical agent exposure 
from munition storage bunker detonations to include the Tall Ai Lahm, Hafir Al Batin, and other 
sites. The soldiers and Units identified in the CCEP. the Environmental Support Group troop unit 
movement database, and the Defense Manpower Data Center Operation Desert Storm personnel 
roster are being mapped with respect to their proximity to these sites. Exposure analyses are being 
performed with dispersion modeling results from the Central Intelligence Agency. We are planning 
to integrate the chemical detection network data into the GIS for additional low-level chemical agent 
analyses. In addition, other environmental exposure data sets/databases to include scud sites, tent 
heaters, microwaves, and dust suppression are being collected and assessed. The CHPPM is 
expecting to finalize the project database status and methodologies by September 1996. 
PUBLICATIONS none to date 
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Title A Statistical Study Correlating the Reported Cases of Gulf War Syndrome to Battlefield 
Locations of Afflicted US Army Personnel During the Iraq-Kuwait War; Part 1 : Method to 
Related Troop Deployment and the Reported Cases of Gulf War Syndrome and Probable 
Incidence of Maladies Defined by ICD-9-CM 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency doD Study Location Ft. Detrick 

Study Start Date 1/1/94 Estimated Completion Date 7/1/95 

Project Status Complete DoD-20 

Summary 

OVERALL PROJECT OBJECTIVE; To devise a procedure for counting the collections of 
symptoms and diagnoses of veterans' illnesses and relating them to the U S, military grid system 
locations in the Kuwait-lraq-Saudi Arabian theater of operations. 

SPECIFIC AIMS: To identify the geographic locations by date of the Army personnel who served in 
the Gulf War and whose names are recorded in the VA register as experiencing severe health 
problems. The units to which these personnel were assigned are tracked across the Iraq-Kuwait 
region, in order to determine whether epidemiological commonalities can be detected based upon 
location at certain dates. 

METHODOLOGY: VA malady codes of afflicted personnel related to unit identification codes were 
identified. Malady information was regrouped and coded into crip and fuzzy numbers. For the Part 
1, only crisp numbered malady information was used. The DOD Register was used to identify 
geographic coordinate locations of Army units. A mathematical algorithm was developed to 
compare geographic location to maladies and possible cause(s) of each of the maladies. The 
algorithm is based on the ratios of the number of combatants reporting illnesses (in any grid) to the 
total number of combatants (occupying the grid) as discrete probabilities. These are considered to 
be the probabilities of occurrence of a health condition for the total time period that a military unit 
occupies a grid. A production model needs to be completed to compute statistical measures that 
are concerned with Gulf War veterans' illnesses. 

EXPECTED PRODUCTS (MILESTONES); A mathematical procedure to count the collections of 
symptoms and diagnoses over the various map grids of the region. 

STATUS/RESULTS TO DATE: Completed. 

PUBLICATIONS Army Research Laboratory Technical Report ARL-TR-800, July 1995. 
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Title Study of Variability In Pyridostigmine Inhibition of Blood Cholinesterases in Healthy Adults 
and Individuals With Symptoms Following Participation m Operation Desert Sbxm 

Research Focus: Pyridostigmine Bromide Research Type: Epidemiology Research 
Agency DoD Study Location Walter Reed Army MC 

Snidy Start Di& 7/11/95 Estimated Completion Date 6/30/97 

Project SUtus Ongoing DoD-21 

Summary 

OVERALL PROJECT OBJECTIVE: To determine if individuals have different sensitivities to 
inhibition of biood cholinesterases by pyridostigmine and/or differences in the rate of spontaneous 
reactivation of choiinesterases after pyridostigmine exposure. To determine if there is a difference 
in the cholinesterases of Gulf War veterans who took pyridostigmine and seen at the Gulf War 
Health Center compared to age and sex matched controls. 

METHODOLOGY: Blood (in EDTA) is obtained from Gulf War veterans seen at the Gulf War 
Health Center at Walter Reed Army Medical Center and from age and sex matched controls. The 
blood samples are sent to the laboratory at Walter Reed Army Institute of Research (WRAIR) in a 
Minded fashion. At WRAIR, acetylcholinesterase and butrylcholinesterase activity is measur^. The 
reactivation time of the enzymes after in vitro exposure to pyridostigrriine is also measured. 
EXPECTED PRODUCTS (MILESTONES): June 96 Initial results of first 40 volunteers; June 97 
Results of 100 volunteers. 

STATUS/RESULTS TO DATE: After the blood of the first 20 controls and 20 Gulf War veterans 
were evaluated by the laboratory, these specimens were unbNnded and analyzed. Mean whole 
blood lysate acetylcholinesterase concentration for all subjects wefe 5.7 U/ml; mean plasma 
butrylcholinesterase concentration was 4.9 U/ml. There was no statistical difference between the 
controls and the veterans. Reactivation time (t-1/2 at 5 micromolar pyridostigmine) for all subjects 
ranged from 29.0 to 45.2 minutes with a mean of 37.0. Mean for veterans and controls were 38.4 
and 35.9 minutes, respectively. There was no statistically significant difference between the two 
groups. As of August 1996, 71 volunteers have entered the study. 

In the initial small cohort of volunteers, there was no difference between the enzymatic activity of 
aoe^lcholinesterase or butrylcholinesterase in confrols or veterans. There was no difference 
between the two groups in the reactivation time after In vitro exposure of the blood to 
pyridostigmine. 

PUBLICATIONS In vitro pyridostigmine inhibition of red celt acetylcholinesterase: a comparison in 
Gulf war veterans and normal controls. 1996 Medical Defense Bioscience 
Review, Baltimore, Maryland. 
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Title Chronic Organophosphorus Exposure and Cognition 
Research Focus; Environmental Research Type: Basic Research 

Toxicology 


Agency doD 

Study Start Date 4/1 5/95 

Project Status Ongoing 

Summary 


Study Location pt. Detrick 
Estimated Completion Date 5/14/98 
DoD-22 


OVERALL PROJECT OBJECTIVE; This study will evaluate the effects of low-level sub-chronic 
exposure to an organophosphorus cholinesterase inhibitor on normal cognitive function in animal 
models. The long term goals are to identify the underlying mechanisms of organic brain damage 
related to environmental toxins and to develop novel treatment strategies to improve 
memory/cognitive performance in affected patients. 

SPECIFIC AIMS: 1 . Does low-level sub-chronic exposure to an organosphorus (OP) cholinesterase 
inhibitor produce learning or memory deficits in rats and non-human primates trained to perform 
varios memory tasks; and will prior exposure to atropine sensitize animals to atropine sensitize 
animals to OP agents? 2. Is memory impairment to an OP agent associated with alterations in the 
presynaptic regulation of cholinergic neurons in relevant brain regions in rats; and/or is there an 
alteration in the ability of the brain adrenergic system to regulate presynaptic cholinergic function? 

3. Is memory impairment to an OP agent associated with alterations in the postsynaptic regulation 
of cholinergic or adrenergic receptors? Can these alterations be reflected in the genes encoding 
the various muscarinic or nicotinic receptor subtypes? 4. Can new therapies (reversible 
cholinesterase inhibitors, nicotinic agonists, adrenergic agonists) which improve memory deficits in 
Alzheimer's patients also improve cognitive function in rats or monkeys with OP-induced memory 
impairment? 

METHODOLOGY; Protocol 1. Three groups of 12 rats each will be administered 0.25, 0.5, or 1.0 
mg/kg of DFP once daily over 2 weeks. The status of brain muscarinic receptors and blood 
cholinesterase will be determined and 2 days after the last dose of DFP they will be examined for 
performance in the Morris water mase. Monkeys will be well-trained in the delayed matching-to- 
sample (DMTS) task. The highest dose of DFP which does not elicit overt signs of 
anticholinesterase toxicity or which will not decrease DMTS performance will be employed in the 
study. Protocol 2. Rats will be administered a 14-day DFP regimen. Samples of regional brain 
tissue will be taken on 4 occasions during treatment from randomly selected rats (6 per time point) 
to determine the status of choline acetyl transferase (ChAT) activity and for the estimation of ACh 
turnover rates. We will examine the ability of clonidine to inhibit presynaptic cholinergic function 
using biochemical techniques. Finally, these experiments will be repeated in rats subjected to 
atropine sensitization. Protocol 3. Rats will be administered a 14-day DFP regimen. Samples of 
regional brain tissue will be taken on four occasions during treatment to determine the status of 
muscarinic, nicotinic, and alpha-adregenic receptor subtypes in several brain regions using 
quantitative receptor autoradiography Small samples of tissue will be removed for quantitative RT- 
PCR. Protocol 4. The monkeys which have been evaluated in Protocol 1 for production of long- 
term decrements in DMTS performance will be employed. They will receive increasing doses of 
drugs designed to enhance cognibve performance. The experiments will occur concomitantly with a 
similar series performed in rats tested using the Morris water maze. 

EXPECTED PRODUCTS (MILESTONES): This research will be dedicated to the elucidation of the 
mechanism of permanent memory dysfunction produced by exposure to a relevant 
organophosphorus agent DFP in non-human primate and rat models. Also, we will evaluate the 
effects of reversing this memory impairment using classical and novel agents developed for 
patients with alzheimer's disease. 

STATUS/RESULTS TO DATE: Chronic, low-level exposure to acetylcholinesterase (Ache) inhibitor 
organophosphate (OP) insecticides or chemical warfare agents produces abnormalities in CNS 
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acetylcholine (ACh) function, and In humans, may be associated with Impaired cognitive function 
well after withdrawal form such exposure. The purpose of the present study was to identify the 
severity of impairment in spatial learning of rats and monkeys following protracted withdrawal form 
chronic, low-level exposure to the OP agent diisopropylfluorophosphate (DFP). Assessment of 
spatial learning began either 3 or 17 days after completion of a 14 day DFP treatment regimen (50, 
250, or 500 mg/kg). During the 14 day treatment regimen, prior to withdrawal, spontaneous activity 
and olfactory behaviors were initially suppressed during DFP exposure, effects which became 
tolerant with repeated exposure to the 250 mg/kg dose regimen. Performance of a standard water 
maze task was impaired for up to 21 days after withdrawal from treatment with a 250 mg/kg dose of 
DFP. Latencies to find a hidden platform were increased by 30-40% above control levels 
throughout testing and no overt signs of DFP toxicity were evident. All animals did, however, 
demonstrate the ability to eventually learn the task. AChE activity In the frontal cortex and 
hippocampus was suppressed to 41 % and 51% of control levels, respectively, after 14 days of DFP 
(250 mg/kg) treatment. By 7 days after withdrawal from treatment, frontal cortex AChE activity had 
recovered to 84% of control levels, whereas hippocampal AChE activity had recovered to only 
64.40%. By 21 days after withdrawal form treatment, AChE in both brain regions had recovered to 
near-control levels. Performance of a previously well-learned delayed matching task by monkeys 
was not affected by DFP regimens after withdrawal of the drug. Chronic, low-level OP exposure, 
therefore, produces protracted Impairment of working memory after drug withdrawal that is not 
associated with continue suppression of AChE activity. This impairment may be attributed to the 
decrease In recovery of AChE in the hippocampus, relative to the cortex. This decreased rate of 
enzyme recovery may contribute to hippocampal toxicity underlying protracted impairment of 
working memory. In 3 rhesus monkeys well trained in the performance of a delayed response task, 
chronic daily exposure to 10-20 mg/kg of DFP produced severe toxicity and task impairment after 8 
weeks of treatment. However, task performance was at near control levels by 6-1 0 days after DFP 
withdrawal. Withdrawal from chronic exposure to low levels of DFP may compromise working 
memory or learning of a new task, but fails to inhibit the performance of a well learned task if no 
toxicity is present. 

Celastrus paniculatus (CP), a medicinal plant from India has been reputed to be useful as a 
pharmaceutical aid for learning and memory. We investigated the effects of the seed oil of CP on 
the 6 day performance of young adult rats in a navigational memory task. Chronic oral (gavage) 
dally treatment with CP, (50. 200, or 400 mg/kg) for 14 days completely reversed the scopolamine 
(0.5 mg/kg)-induced task performance deficit. Acute treatment or chronic 14 day treatment with CP 
resulted in no significant alteration in normal locomotor activity in an open field. Moreover, CP did 
not alter the scopolamine-induced increases in horizontal locomotor activity. Chronic treatment 
with CP did not alter brain acetylcholinesterase levels and no signs of cholinergic overstimulation 
were ever noted during or after treatment. Thus, the seed oil of CP, when administered chronically, 
selectively reversed the impairment in spatial memory produced by acute central muscarinic 
receptor blockage, supporting the possibility that one or more constituents of the oil may offer 
cognitive enhancing properties. CP may be rrrare effective in individuals who are cognitively 
impaired as a result of chemical or organic brain damage as compared with normal subjects. 
PUBLICATIONS none to date 
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Title Acute and Long-Term Impact of Deployment to Southwest Asia on the Physical and Mental 
Health of Soldiers and their Families 

Research Focus: Brain & Nervous Research Type: Epidemiology Research 

System 


Agency doD 

Study Start Date 10/1/93 

Project Status Ongoing 

Summary 


Study Location pt. Detrick 
Estimated Completion Date 9/1/98 
DoD-23 


OVERALL PROJECT OBJECTIVE: Determine the acute and long-term impact of deployment to 
SWA on the physical and mental health of soldiers and their families. 

SPECIFIC AIMS: Determine the acute and long-temi impact of deployment to SWA on the physical 
and mental health of soldiers organizational, and environmental factors within military units that 
produce psychiatric casualties. Identify the critical indicators resulting in increased risk and assess 
the long-term consequences of exposure to trauma. Develop recommendations on post- 
deployment interventions. Determine impacts of Army family support policies and programs on 
active duty and reserve component soldiers and their families. 

METHODOLOGY: Interviews and surveys of soldiers and leaders participating in ODS were 
conducted several times prior to the ground war, immediately after the ground war, and at intenrals 
following return home. Soldiers and their spouses were surveyed and interviewed in order to 
evaluate the social, psychological, organizational, and environmental factors within military units 
that produce psychiatric casualties, lead to dysfunctional behavior and decrements in military 
performance, generate psychomatic illness and increased susceptibility to physical illness. The 
family-community research team performed field surveys of spouses of active duty and reserve 
compenent (USAR) and (ARNG) soldiers from units deployed to the Persian Gulf for ODS on 
deployment-related stressors and psychological symptoms, spouse support-seeking behavior, 
family perceptions of Army support and assistance, stress-coping responses, and family well-being 
during reunion with returning soldiers and in the aftermath of ODS, Surveys and interviews of 
selected Reserve and National Guard units and their familities have been conducted during the 
period following ODS, while additional interviews and surveys were conducted with soldiers and 
families participating in Operation Just Cause and Sinai peacekeeping deployments. 

EXPECTED PRODUCTS (MILESTONES): Develop recommendations affecting post-combat 
interventions. Determine the impact of Army family support policies and programs on both active 
duty and research component soldiers and families. 

STATUS/RESULTS TO DATE: Ongoing. An assessment of phychological factors related to 
deployment stress and family separation during Operation Desert Shieid/Storm was conducted with 
a stratified sample of married and single U.S. Army Individual Ready Reserve soldiers two years 
post ODS. Analyses were performed in 1994 with final report completed in spring of 1995. Report 
submitted to Army Deputy Chief of Staff for Personnel. Deployment stress and adaptation was 
studied on a large sample of U.S. Army National Guard and U.S. Army Resenre Unit (TPU) soldiers 
who activated and deployed for Operation Desert Shield/Storm. Physiological stress, distress, 
coping and factors related to current deployed effects of family separation were assessed. 
Physiological well-being was studied with respect to deployment location factors. Persian Gulf 
Region analyses were performed in summer of 1995 and resulted in a manuscript on the long term 
effects of Desert Storm on the Army Reserve and National Guard soldiers and their families. 
PUBLICATIONS Epidemiological considerations regarding the health and effectiveness of women 

In the armed forces. Technical Report, AD#ADA278202. 

Combat service support sunrey results: A light infantry division and a 

mechanized infantry division. Technical Report AD#ADA278203. 

The Long Term Effects of Operation Desert Storm on the Psychological Well- 

Being nf US Army Re.serve and Natinnal Guard Veterans Maniiscrint under 
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review by editors of J Applied Social Psychology. 
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Title Epidemiological Studies Persian Gulf War Illnesses, PG Women’s Health Linkage Study 
Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency doD Study Location Washington 

Study Start Date 6/1/96 Estimated Completion Date 1/31/99 

Project Status Ongoing DoD-30 

Summary 

OVERALL PROJECT OBJECTIVE: This research addresses the effects of Gulf War service on 
military women’s health. The studies will compare the incidence, prevalence, general health 
outcomes, and risks of women deployed in the Gulf War theater of operations with Gulf War era 
women who were not deployed to the Gulf. 

SPECIFIC AIMS: Linkage of exposure to outcomes. Health outcomes of women who served in the 
Persian Gulf War. 

METHODOLOGY: Self-reported survey linked to Persian Gulf tracking file and other mapping files. 
EXPECTED PRODUCTS (MILESTONES): Reports and publications. 

STATUS/RESULTS TO DATE: Ongoing. Questionnaires to OMB in late fall of 1996. Met with 
Director U.S. Army and Joint Services Environmental Support Group. 

PUBLICATIONS none to date 
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in the Persian Gulf Syndrome 
Research Type; Epidemiology/Clinical Research 

Study Location Washington, DC 
Study Start Date 5/6/96 Estimated Completion Date 6/6/99 

Project Status Ongoing DoD-31 

Summary 

OVERALL PROJECT OBJECTIVE: The purpose of this study is to demonstrate that objective 
neurohormonal abnormalities in the human 'stress response' are present in Gulf War veterans with 
unexplained multiple symptoms similar to fibromyalgia, chronic fatigue syndrome, somatoform 
disorder, multiple chemical sensitivity and that these neurohormonal abnormalities are at least 
partly responsible for these symptoms. There are several axes of the stress response which can 
independently or concurrently function aberrantly in these conditions, including the autonomic 
nervous system, the hypothalamic-pituitary axes, and descending anti-nociceptive pathways. 
Specific symptomatology results when each of these systems functions improperly. 

SPECIFIC AIMS: In this study the investigators propose to demonstrate that: 

a. Gulf War veterans with undiagnosed symptoms display centrally mediated disturbances in 
autonomic tone, and this leads to vasomotor Instability and smooth muscle dysmotility, and 
symptoms such as irritable bowel syndrome, and migraine headaches. 

b. Gulf War veterans with undiagnosed symptoms display diffuse disturbances in nociception (pain 
threshold) that are partly responsible for many of the pain-related symptoms seen in this condition 
(e.g., myalgia, arthralgia, sore throat). 

c. The same neuroendocrine changes seen in fibromyalgia, chronic fatigue syndrome, and post- 
traumatic stress syndrome, characterized by blunting of the hypothalamic-pituitary axes, are seen 
in Gulf War veterans with undiagnosed symptoms, and contribute substantially to the fatigue seen 
in this condition. 

METHODS: Each of these hypotheses will be tested In a multidisciplinary study which involves a 
collaborative effort between Georgetown Unviersity Medical Center, the Washington D C. VA 
Medical Center (a specialized care center for Gulf War veterans) and consultants from the National 
Institutes of Health. The demonstration of common underlying pathophysiologic mechanisms in 
fibromyalgia, chronic fatigue syndrome, multiple chemical sensitivity and the undiagnosed illnesses 
of Gulf War veterans will be tremendously beneficial. This research should lead to both more 
effective treatment of these individuals and perhaps effective strategies to avoid these problems in 
future deployments. 

EXPECTED PRODUCTS (MILESTONES): 

STATUS/RESULTS TO DATE: 

PUBLICATIONS none to date 


Title Dysregulation of the Stress Response 

Research Focus: Brain & Nervous 
System 

Agency QoD 
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Title Neuropsychological Functioning in Persian Gulf Era Veterans 

Research Focus: Brain & Nervous Research Type: Epidemiology/Clinical Research 

System 


Agency DoD 
Study Start Date 5/1/96 
Project Status Ongoing 
Summary 


Study Location VAMC Boston, MA 
Estimated Completion Date 5/1/99 
DoD-32 


OVERALL PROJECT OBJECTIVE: To evaluate the neuropsychological functioning of PGW-era 
veterans who are seeking treatment or diagnostic evaluation for any type of health or adjustment 
complaint. The group of patients who were deployed to the Gulf are being compared to a treatment 
seeking patient group who were not deployed to the Gulf. Data from these groups are also being 
compared with those from a (non-treatment seeking) research sample of PGW veterans who are 
being studied using the same neuropsychological instruments. In addition, all of these patients and 
research subjects are being administered a standardized set of questionnaires and semi-structured 
interviews that will identify their current health symptoms, pre-existing physical and mental health 
condition, sociodemographic variables. Gulf experiences, and Post PGW-era stressors. These 
instruments also permit PTSD, MCS, CFS, and other psychiatric disorders to be diagnosed. 
SPECIFIC AIMS: The specific aim of this study is to determine whether veterans of the Persian 
Gulf War (PGW) show cognitive impairments suggestive of central nervous system damage at a 
greater rate than PGW-era veterans who were not deployed to the Gulf 
METHODOLOGY: Two hundred subjects will be examined in three years; 100 veterans deployed 
to the Gulf during the PGW and 100 serving in the military during that era who were not deployed to 
the Gulf These subjects will be recruited from among those seeking treatment or diagnostic 
evaluation at the Boston VAMC through all outpatient treatment services. It is anticipated that 
approximately 40 subjects in each group will be recruited in each of years 1 and 2, and 20 in each 
group in year 3 of the proposed period of support. The recruitment procedure has been fully 
outlined. It has been devised to reduce selection bias that would reduce the comparability of Gulf- 
deployed and non-deployed veterans. 

a. Subjects. All treatment seeking veterans discharged from the military since the beginning of the 
PGW will be considered potential subjects. A list of veterans who have been admitted to any 
outpatient clinical service (with the exclusion of the substance abuse clinic) at the Boston VAMC in 
Jamaica Plain, the outpatient clinic at Causeway Street, and the Lowell VAMC will be generated by 
the supervisor of outpatient clinics and will be updated periodically. This list will include names, 
social security numbers, and telephone numbers (where available) or addresses (if telephone 
numbers are not available). As a preliminary step, the lists wili be cross-checked with the Persian 
Gulf War Registry to determine the approximate proportions of the PGW veterans and non- 
deployed PGW-era veterans available. However, the personnel involved in the recruitment of 
subjects will not be aware of the status of potential subjects with regard to deployment to the Gulf 
and steps will be taken to reduce the likelihood that this information will become known to project 
staff during the recruitment process. 

b Initial Contact, The first contact with potential subjects will be by telephone (or by mail, it there is 
no telephone number available). At the beginning of this contact, subjects will be requested to not 
indicate whether or not they served in the Gulf They will be told that, if they should decide to 
participate in the research project, information concerning deployment will be obtained at a later 
time. The initial contact will consist of a description of the project, including types of assessment, 
time required, and financial compensation. Subjects will have an opportunity to ask questions 
about the procedure. They will be informed that whether or not they participate will have no bearing 
on their medical care and that, if they choose to participate, that they may withdraw at any time 
without prejudice. They will be asked to indicate whether they wish to participate, wish not to 
participate, or wish to defer this decision. An appointment at the Boston VAMC will be scheduled for 
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patients agreeing to participate. 

c. Methods. Patients will first be seen for a brief screening interview and patients retained in the 
study sample will be presented the study consent form for signature. Subjects will complete a 
battery of neuropsychological tests, a set of questionnaires, and 2 semi-structured interviews (one 
will encompass their current health and past environmental exposure history; the other will be done 
to determine psychiatric and/or PTSD diagnoses). 

EXPECTED PRODUCTS (MILESTONES): To isolate factors that may differentiate those who 
served in the Gulf who are seeking treatment for health complaints from their treatment-seeking 
counterparts who were not deployed to the Gulf This is a step toward understanding the Gulf War 
Syndrome. 

STATUS/RESULTS TO DATE: Potential subjects have been identified from database of outpatients 
seeking treatment and subject recruitment is currently proceeding. 

PUBLICATIONS none to date 
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Title Effects of Pyridostigmine in Flinders Line Rats Differing in Cholinergic Sensitivity 
Research Focus: Pyridostigmine Bromide Research Type: Basic Research 
Agency DoD Study Location Chapel Hill, NC 

Study Start Date 7/1/96 Estimated Completion Date 6/30/98 

Project Status Ongoing DoD-33 

Summary 

OVERALL PROJECT OBJECTIVE: Demonstrate that there are strain differences in the acute 
effects of pyridostigmine and the ability of chronic pyridostigmine to protect against other 
anticholinesterase agents. 

SPECIFIC AIMS: Determine strain-dependent effects of acute and chronically administered 
pyridostigmine; determine whether chronic pyridostigmine will protect agonists effects of other 
anticholinesterase agents. 

METHODOLOGY: Rats will be treated with pyridostigmine acutely or chronically and growth 
hormone, body temperature and locomotor activity will be assessed. 

EXPECTED PRODUCTS/MILESTONES: Development of challenge to predict cholinergic 
sensitivity in soldiers. 

STATUS/RESULTS TO DATE: Animals being bred, materials ordered. 

PUBLICATIONS none to date 
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Title Characterization of Emissions from Heaters Burning Leaded Diesel Fuel in Unvented Tents 


Research Focus: Environmental 
Toxicology 


Agency DoD 

Study Start Date 6/7/96 

Project Status Ongoing 


Research Type: Applied Research 

Study Location Albuquerque, NM 
Estimated Completion Date 7/6/98 
DoD-34 


Summary 

OVERALL PROJECT OBJECTIVE: To conduct a study that simulates human exposure to aerosols 
in invented tents heated by leaded diesel fuel, with the tent and fuel composition similar to those 
used in the Persian Gulf, so that the contribution of exposure to this in-tent pollutant can be 
estimated. 

SPECIFIC AIMS: 1) Physical and chemical characterization of aerosols produced by heaters that 
burned leaded diesel fuel in an unvented tent; and, 2) Estimation of exposure to lead, combustion 
gases {such as C02, CO, NOx, and S02), and organic compounds (such as PAHs). 
METHODOLOGY: The tent and heaters will be obtained from the Army, and four heaters wilt be 
evaluated for variability. Aerosols and vapors will be characterized physically and chemically using 
a Tenax sampler (vapors), the Lovelace Multi-jet Cascade Impactor/Parallel Flow Diffusion Batter 
(aerosol size distribution, concentration, and chemical composition vs. particle sizes), an 
electrostatic precipitator sampler (particle morphology), and filter samples (aerosol concentration). 
These samples will provide chemical compositions, lead content, time-averaged aerosol size 
distribution, and concentration. Real-time aerosol size distribution and concentration as a function 
of time will be obtained using a Quartz Crystal Microbalance or a Differential Mobility Particle Sizer. 
EXPECTED PRODUCTS/MILESTONES: This research will provide detailed information on 
pollutants produced in unvented tents from heaters that burn leaded diesel fuels. This information is 
needed to assess potential exposure of service personnel who served in the Persian Gulf War, 
STATUS/RESULTS TO DATE: We are still unable to obtain (or purchase) the needed tent, heaters, 
and fuels used in the Persian Gulf from the Army. We are preparing the research protocol for the 
project. Currently the protocol is under the institutional approval process. 

PUBLICATIONS none to date 
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Title Feasibility of Investigating Whether There is a Relationship Between Birth Defects and 
Service in the Gulf War. 

Research Focus: Reproductive 
Studies 

Agency DoD 
Study Start Date 6/1/96 
Project Status Ongoing 
Summary 

OVERALL PROJECT OBJECTIVE: To determine whether Resen/e participants in the Persian Guif 
War can be linked to vital statistics and Birth Defects Registry data. 

SPECiFIC AIMS: 1) To determine if DoD computerized information is accurate compared to the 
hospital medical records and. 2) to determine the feasibility of investigating birth defects in the 
children of the Persian Gulf War veterans; and, 3) to answer the research questions. 
STATUS/RESULTS TO DATE: Unable to begin due to delays by Army HSRRB to approve a 
necessary waiver. 

PUBLICATIONS none to date 


Health Research Type: Epidemiology Research 

Study Location Sacramento, CA 
Estimated Completion Date 6/30/98 
DoD-35 
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Title Fatigue in Persian Gulf Syndrome-Physioiogic Mechanisms 


Research Focus: Brain & Nervous 
System 


Agency DoD 

Study Start Date 6/15/96 

Project Status Ongoing 


Research Type: Epidemiology/Clinical Research 

Study Location Dallas, TX 
Estimated Completion Date 7/14/98 
DoD-36 


Summary 

OVERALL PROJECT OBJECTIVE: This research addresses the symptom of abnormal fatigue in 
Gulf War veterans. The study will examine the possibility that mechanisms used by muscle cells to 
use oxygen and produce energy for work may be impaired in patients suffering abnormal muscle 
faBgue and the inability to exercise. 

SPECIFIC AIMS: On the basis of preliminary results of evaluation of symptoms of abnormal 
fatigability in Gulf War veterans, the researchers hypothesize that the common complaint of 
abnormal fatigue and exercise intolerance in these patients is attributable to impaired energy 
production via oxidative phosphorylation. Under this general hypothesis, the researcher will 
address four specific question: (1) Is there an abnormality in muscle oxygen utilization or oxygen 
transport to muscle during exercise in affected individuals? (2) Is there exaggerated metabolic 
muscle fatigue in exercise consistent with impaired energy production? (3) Is the metabolic and 
physiologic response to aerobic physical conditioning impaired in these patients? (4) Is there a 
specific pattern of impaired activities of mitochondrial oxidative enzymes or respiratory chain 
complexes to account for impaired oxidative metabolism on attenuated increases in oxidative 
capacity in response to physical training. 

METHODOLOGY: To answer these questions the researchers will employ forearm and cycle 
exercise to determine maximal work and oxidative capacity and to compare fatigue and metabolic 
responses to similar workloads among patients and age- and weight-matched sedentary control 
subjects. The study will compare muscle metabolic and physiologic responses to aerobic training in 
patients and matched control subjects. The oxidative mechanism in blood will be monitored by 
measurements of blood levels of diffusible metabolites that reflect oxidative capacity; measurement 
of intramuscular metabolites using 31-phosphorus magnetic resonance spectroscopy; and by using 
infrared spectroscopy. A cohort of patients and control subjects will be used to evaluate the 
hypothesis that oxidative limitations detected with non-invasive testing is attributable to impaired 
function of the mitochondrial respiratory chain as assessed biochemically in biopsied muscle. 
Exercise protocols and non-invasive monitors of oxygen transport and utilization as well as detailed 
muscle biochemistry will be used to identity specific causes of exercise Intolerance In patients. 
EXPECTED PRODUCTS (MILESTONES): 

STATUS/RESULTS TO DATE: 

PUBLICATIONS none to date 
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Title Neurobehavioral and Immunological Toxicity of Pyridostigmine, Permettirin, and DEET in 
Male and Female Rats 

Research Focus: Pyridostigmine Bromide 
Agency DoD 
Study Start Date 5/1/96 
Project Status Ongoing 
Summary 

OVERALL PROJECT OBJECTIVE; To determine effects of small doses, alone or in combination, in 
males and females. This multidisciplinary study using male and females rats will examine any 
neurobehavioral toxicity and immune response alterations after exposure to pyridostigmine 
bormide, permethrin and DEET alone and in combinations. Human lymphocyte cells will also be 
studied for inhibiton of immune response as a result of exposures to these materials. 

SPECIFIC AIMS; The main hypothesis of this multidisciplinary study is that the administration of 
pyridostigmine bromide (PB), permethrin (PERM) and DEET as single agents, or in combination, 
results in neurobehavioral toxicity and an altered immune response. Furthermore, it is believed that 
females are significantly more sensitive to the effects of these agents than are males. To evaluate 
this hypothesis, experiments have been designed to measure various aspects of CNS functioning 
in the presence of sub-toxic doses of PB, PERM, and DEET in adult male and female rats. Doses 
for PB will be 3/10/30 mg/kg, for PERM will be 15/30/60 mg/kg and for DEET will be 50/200/500 
tng/kg. In addition, plasma concentrations of PB, PERM, and DEET will be determined and their 
effects on cholinesterase activity will be correlated with CNS functioning. The neurobehavioral 
analyses will be complemented be an assessment of the immune response in the same subjects, 
as well in lymphocytes from health human volunteers. 

The neurobehavioral test battery is designed to measure critical aspects of CNS functioning related 
to symptoms of generalized fatigue, gastro-intestinal disturbance, muscle and joint pain, 
headaches, and memory loss. The neurobehavioral test battery includes an assessment of 
spontaneous locomotor behavior and an analysis of overall CNS functioning, motivation and 
memory performance. This study extends observations from previous experiments in male rats 
exposed to toxic doses of pyridostigmine or permethrin to female rats and to the effects of PB, 
permethrin and/or DEET in combination. This study will also provide additional information on the 
motivational and memory aspects of CNS functioning. 

METHODOLOGY; Chemical analyses will determine (1) the metabolism and elimination of PB, 
permethrin and DEET, alone and in combination, for male and female subjects who participated in 
the neurobehavioral experiments, and (2) how PB, permethrin and DEET, alone and in 
combination, affect cholinesterase activity in these same subjects. This information will allow the 
correlation of plasma concentrations of PB, permethrin and DEET with the behavioral 
observations. 

EXPECTED PRODUCTS (MILESTONES); The immunological experiments will be conducted to 
determine the role of PB, permethrin and DEET and (1) Suppression of the first and second signal 
transduction pathways in T-lymphocytes, (2) Cytokine expression, and (3) B-lymphocyte function. 
STATUS/RESULTS TO DATE: Project started 5/5/96: initial experiment just under way. 
PUBLICATIONS none to date 


Research Type: Basic Research 
Study Location Gainesville, FL 
Estimated Completion Date 6/1/99 
DoD-37 
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Title Diagnostic Antigens of Leishmania tropica 


Research Focus: 
Agency DoD 
Study Start Date 
Project Status 


Leishmaniasis 

6/1/96 

Ongoing 


Research Type: Appiied Research 
Study Location Seattle, WA 
Estimated Completion Date 5/31/98 
DoD-38 


Summary 

OVERALL PROJECT OBJECTIVE: This research wll attempt to develop a sensitive method to 
detect infection with Leishmania tropica, or related species, in military personnel. 

SPECIFIC AIMS: There are currently no defined antigens for use in the diagnosis of leishmaniasis. 
There is an urgent need for sensitive methods to detect infection with Leishmania tropica, or related 
species, In military personnel. The researchers have developed such tests for other Leishmania 
species, and have isolated and characterized L. tropica antigens reactive with sera from L. tropica 
infected Gulf War veterans. 

This study will attempt to develop similar tests for L. tropica using these recombinant L. tropica 
antigens. Effort will also be directed at cloning additional L. tropica antigens reactive with L. tropica 
infection sera and antigens that stimulate T-cells from individuals with L. tropica infection. 
METHODOLOGY: Emphasis will be given to expressed genes which are highly sensitive. Inserts 
will be sequenced for determination of epitopes which may be produced synthetically. Recombinant 
or synthetic peptides will be evaluated by ELISA for their ability to detect antibody in patient sera. 

In related studies, cloned gene products will be evaluated for their ability to elicit patient T-cell 
response in vitro. These evaluations will Include proliferation and cytokine production. Emphasis 
will be placed on finding antigens which are shared between Leishmania species having the ability 
to elicit strong T-cell responses. Such antigens will be candidates for skin test antigens and vaccine 
production. 

EXPECTED PRODUCTS (MILESTONES): 

STATUS/RESULTS TO DATE: Several new peptides of Lt-1 antigen have been made and 
evaluated them as serological reagents. Also, screening of L.tropica genomic libraries for new 
antigens have begun. 

PUBLICATIONS none to date 
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Title A Controlled Epidemiological and Clinical Study into the Effect of Gulf War Service on 
Servicemen and Women of the United Kingdom Armed Forces 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency DoD Study Location London, England 

Study Start Date 6/1/96 Estimated Completion Date 6/30/99 

Project Status Ongoing DoD-39 

Summary 

OVERALL PROJECT OBJECTIVE: This research addresses the prevalence of unexplained 
illnesses, including chronic fatigue-like symptoms, in members of the United Kingdom Armed 
Forces who were deployed to the Persian Gulf during the Gulf War and who have served, and are 
serving in Bosnia. 

SPECIFIC AIMS: This study is a two stage cohort study. Stage 1 consists of a postal health 
screening questionnaire to be sent to three groups who were/are in the Armed Forces: those who 
served in the Persian Gulf, those who served in Bosnia, and those who served in neither the 
Persian Gulf or Bosnia. The second stage involves performing neurophsychological tests on cases 
identified by stage 1 and a control group. 

METHODOLOGY: This epidemiological study of the prevalence of unexplained illnesses in the 
populations at risk will use a two-stage design. Stage 1 will be a questionnaire survey of 3000 Gulf 
War veterans selected at random, an equivalent sample of Bosnia veterans, and appropriate 
control groups for each. Stage II will involve interview, examination, and testing of all those 
(approximately 10%) in Stage I who fall above a cutoff defining subjective health. Information 
gathered at Stage 11 will be used to estimate the prevalence of diagnosed and unexplained 
morbidity, including chronic fetigue symptoms, in UK service personnel, and to calculate whether 
there is an excess associated with Gulf War and/or Bosnia service. If there is, then the researchers 
will be able to examine pre-morbid and psychosocial factors which may be implicated in such an 
increase, as well as identify avenues ftsr further biological and psychosocial research. 

This epidemiological study should ascertain If service in the Gulf War by UK armed forces 
personnel was associated with an increase in physical and/or psychological morbidity, and if so, if 
there is evidence of an increase in either new or ill-defined conditions such as chronic fatigue 
syndrome, or an illness peculiar to Gulf War service. 

EXPECTED PRODUCTS (MILESTONES): Reports and publications. 

STATUS/RESULTS TO DATE: Project at the questionnaire design stage. 

PUBLICATIONS none to date 
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Title Psychological and Neurobiological Consequences of the Gulf War Experience 

Research Focus: Brain & Nervous Research Type: Epidemiology/Clinical Research 

System 

Agency DoD Study Location VAMC West Haven, CT 

Study Start Date 6/7/96 Estimated Completion Date 7/6/99 

Project Status Ongoing 000-40 

Summary 

OVERALL PROJECT OBJECTIVE: To determine the nature of memory for traumatic events as 
they relate to PTSO symptomatology. 

SPECIFIC AIMS: To examine the course of memory for traumatic events over time and the brain 
areas believed to be altered due to trauma. 

METHODOLOGY: Longitudinal follow-up of a cohort of veterans of Operation Desert Storm (e.g. 
questionnaires, ratings scales). MRI study of 30 Desert Storm veterans with PTSD, This research 
will continue to follow the course of symptoms of Post-Traumatic Stress Disorder in a population of 
Gulf War veteans. This study of how such symptoms, as well as memory function, change over 
time in the veterans will lead to a better understanding of PTSD and the elements of risk that would 
cause and continue PTSD symptoms over time. 

The study is in two parts. The first part is a longitudinal descriptive study of trauma-related 
symptomatology in Gulf War veterans. The second part is an investigation of memory function and 
hippocampal volume in Gulf War veterans who meet criteria for pos-traumatic stress disorder 
(PTSD), Results of the researchers’ previous work with a cohort of Gulf War veterans indicated 
that there was an overall increase in PTSD symptomatology in the veterans over the first two years 
following the Gulf War, With regard to memory testing, there were many instances of inconsistent 
recall for events that were objective and highly traumatic in nature. The data do not support the 
position that traumatic memories are fixed or indelible and suggest that as PTSD symptomatology 
increases, so does amplification of memory for traumatic events. 

This study continues the original methodology for the fifth, sixth and seventh post-war years. It is 
anticipated that a high percentage of subjects who have already participated in this research can be 
recruited to continue in this project and ttiat at least 100 new subjects can also be recruited. It is 
anticipated that a better understanding of the longitudinal course of trauma-related symptomatology 
and risk factors for the development and maintenance of these symptoms would have implications 
for treatment. 

The second part of the study will examine the possibility that memory deficits in the subject 
population are relatively broad-based and reflect problems at several levels of information 
processing, including acquisition, retention and/or retrieval and that these memory deficits may be 
related to decreased hippocampal volume. Results of this study would make it possible to 
determine whether these abnormalities are present in a variety of combat populations and whether 
such abnormalities can be detected at earlier stages than in the previously-studied Vietnam veteran 
population. Potential relationship to clinical symptomatology and psychosocial functioning will also 
be investigated. 

EXPECTED PRODUCTS/MILESTONES: We expect to show that memory for traumatic events is 
not consistent over time, and that there may be associated decrease in hippocampal volume in 
PTSD. 

STATUS/RESULTS TO DATE: 

PUBLICATIONS none to date 
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Title Evaluation of Muscle Function In Persian Gulf Veterans 

Research Focus: Brain & Nervous Research Type: Epidemiology/Clinical Research 

System 

Agency DoD Study Location Philadelphia, PA 

Study Start Date 6/15/96 Estimated Completion Date 11/14/99 

Project Status Ongoing DoD-41 

Summary 

OVERALL PROJECT OBJECTIVE; The major objective of this research is to investigate the 
etiology response for the ongoing chronic fatigue and muscle weakness in Gulf War veterans with 
unexplained illnesses by evaluating abnormalities in skeletal muscle function in Gulf War veterans. 
SPECIFIC AIMS: 1. To evaluate skeletal muscle in Persian Gulf veterans with severe chronic 
fatigue and persian Gulf veterans with no medical complaints (healthy controls); 2. To determine 
the relationship between the severity of chronic fatigue in Persian Gulf veterans and the degree of 
muscle dysfunction; 3. To compare muscle function in Persian Gulf veterans with severe chronic 
fatigue with muscle function in healthy sedentary civilians and civilians with chronic fatigue. 
METHODOLOGY: The goal of this proposal is to evaluate skeletal muscle in Persian Gulf veterans. 
Our major hypothesis is that Persian Gulf veterans who present a symptom profile consistent with 
chronic fatigue suffer from muscle dysfunctioning. In addition, we hypothesize that the severity of 
chronic fatigue in this population is related to the degree of muscle dysfunctioning. To test these 
hypotheses, a battery of tests will be performed on Persian Gulf veterans with severe chronic 
fatigue (n=50) and on Persian Gulf veterans who were deployed but who have no medical problems 
{n=50). The evaluation will consist of the following measurements: 1 . Functional assessment as 
reflected in isometric and isokinetic measures: 2. In vivo metabolic measures as determined by 
31P-Magnetic Resonance spectroscopy (MRS); 3. In vivo morphological measures as determined 
via Magnetic Resonance Imaging (MRI); 4. Histological analyses of muscle biopsies; 5. 
Electromyographic evaluation of motor unit recruitment; 6. Muscle enzyme levels; 7. Genetic 
screening. 

EXPECTED PROJECTS (MILESTONES): This project runs over three years. The first 6 months 
serve to recruit the subjects and to train the necessary personnel. The following two years will be 
used to collect all the data at a rate of approximately 1 subjectAveek. So that at the end of the first 
year we will have tested 1 3 Persian Gulf veterans with chronic fatigue and 1 3 healthy veterans. At 
the end of the second year, we should have tested another 24 subjects with chronic fatigue and 24 
healthy controls. For the first 6 months of the third year we will test the final 1 3 veterans with 
chronic fatigue and 13 controls, so that the data collection will be completed at the end of 2.5 years. 
The final 6 months of this 3 year period will be used to analyze and interpret the data, to 
disseminate the results to the Department of Defense and the veteran community, and to write 
scientific papers. 

STATUS/RESULTS TO DATE: Recruiting of subjects has been started, necessary personnel is 
being trained. 

PUBLICATIONS none to date 
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Title The Symptomatic Persian Gulf Veterans Protocol. An Analysis of Risk Factors with an 
Immunologic and Neuropsychiatric Assessment 


Research Focus: Symptoms/General 
Health 

Agency DoO 
Study Start Date 

Project Status Pending Funding 


Research Type: Epidemiology/Clinical Research 

Study Location VAMC Birmingham 
Estimated Completion Date 
DoD^2 


Summary 

OVERALL PROJECT OBJECTIVE; Soon after the resolution of the Persian Gulf War, veterans 
were seen with a variety of complaints alleged to be related to the conflict. Many of the complaints 
were vague and relatively non-specific (i.e myalgias, arthralgias, headaches or memory loss). 
However, in association with intense media publicity, the term Persian Gulf War syndrome was 
coined. Attempts to define a specific clinical spectrum seen in this ‘disorder’ have not been 
successful. Nonetheless, a number of potential causes have been discussed and include 
exposures to organophosphates, pyridostigmine, petrochemical combustion products, depleted 
uranium from projectiles and exposure to a variety of endemic infectious agents including 
leishmania and mycoplasma. There are a few Isolated reports of identification in the urine of 
organisms from symptomatic veterans and treatment successes with long term antibiotics or 
demonstration of genetic material from mycoplasma in blood of symptomatic veterans. It is not 
clear from these reports that such studies have been adequately controlled, nor have they been 
replicated. 

Additionally, based on complaints such as fatigue and memory loss, it has been speculated that 
there may be neuropsychiatric abnormalities responsible for many of the complaints seen in 
veterans returning from the Persian Gulf war. 

However, at this time, there is little compelling evidence that any of these are major factors in the 
majority of symptomatic Persian Gulf veterans. At this point it is not even clear that veterans from 
the Gulf War have different symptoms than patients from other conflicts or for that matter, civilians 
without military service. 

The Birmingham VAMC has been very active in evaluating patients returning from the Persian Gulf 
war. Approximately 1400 individuals have been seen and have had evaluations. Of these, about 10- 
15% are asymptomatic. Of the remaining 85%, approximately 90% have a diagnosable illness. 
Clearly, it is important to define the spectrum of their illnesses and determine factors which may be 
contributing to the development of their symptoms. Additionally, a number of Persian Gulf veterans, 
which we estimate conservatively as 1 00 of those seen at the BVAMC, are symptomatic and do not 
have defined illnesses. An adequately controlled study investigating veterans who have an 
undiagnosed illness to determine if there are fundamental neuropsychiatric or immunlogic 
abnormalities would be important in either validating claims or allaying fears regarding postulates of 
abnormalities in these areas. To answer these questions, we propose a case control format. 
SPECIFIC AIMS: The specific goals of this proposal are to; 

1 ) evaluate self-reported conditions In Persian Gulf veterans to determine if they represent 
described and accepted medical conditions and/or are associated with objective findings which 
would validate these symptoms. 

2) evaluate symptomatic Gulf war veterans to determine risk factors which may identify veterans 
who have reported symptoms. 

3) evaluate in a controlled fashion symptomatic, but undiagnosed, Persian Gulf war veterans to 
determine if there is a definable immunologic or neuro-psychiatric abnormality. 

METHODOLOGY; This study will determine whether specific immunological or neuropsychiatric 
abnormalities can be detected in GW participants who are symptomatic, but in whom no specific 
diagnosis has as yet been made. These studies may uncover an immunological basis for some of 
the broad types of symptoms reported by GW veterans. This proposal attempts to get at the heart 
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may not be a single Illness and that It Is Important to study various possible causes and the 
interactions between causes. This work will build upon previous work and local programs. The use 
of advanced methodology in the imaging, immune, mycoplasma and oxicant injury study is 
important. Sample sizes are adequate and support for statistical analysis is an integral part of the 
proposal. 

EXPECTED PRODUCTS (MILESTONES). Reports and publications. 

STATUS/RESULTS TO DATE. This study has not been awarded yet, therefore, there is no start or 
estimated completion dates. 

PUBLICATIONS none to date 
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Title Investigation of Seminal Plasma Hypersensitivity Reactions 


Research Focus: Reproductive Health 
Studies 


Agency DoD 

Study SUrt Date 11/1/96 

Project Status Pending Funding 


Research Type: Epidemiology/Clinical Research 

Study Location Univ Cincinnati MSC 
Estimated Completion Date 10/1/99 
DoD-44 


Summary 

OVERALL PROJECT OBJECTIVE: This study is a coordinated effort to determine whether the Gulf 
War vaginal burning syndrome is due to immune responses previously described for women in the 
general community diagnosed with seminal plasma hypersensitivity. 

SPECIFIC AIMS: Military and veteran sources will be surveyed to obtain a population of women 
who developed vaginal burning syndrome after their sexual partners returned from the Persian Gulf, 
METHODOLOGY: The population of women with Gulf War vaginal burning syndrome will be 
compared to our civilian population with seminal plasma hypersensitivity. Relevant seminal plasma 
proteins will be characterized using immunoaffinity column chromatography, isoelectric focusing, 
Immunoelectrophoresis and SDS-PAGE using seminal plasma from the male sexual partners of 
experimental and control female groups. Once characterized these proteins will be used for 
determination of specific immune responses in all groups. Seminal plasma proteins from normal 
males with and without Gulf War exposure will be exposed to a number of different in vitro chemical 
conditions (i.e. pyridostigmine, pesticides), vaccines and extreme heat. These proteins will be 
characterized before and after exposure using functionai assays whichmeasure antibody response, 
complement activation and cellular proliferation. Relevant seminal plasma proteins will undergo 
amino acid sequencing to determine whether homology with other proteins exist, the effect of an 
immunosuppressive protein (fraction 1) in humal seminal plasma will also be investigated before 
and after in vitro exposure to a variety of physical and chemical factors encountered during the gulf 
war. 

EXPECTED PRODUCTS (MILESTONES): If the hypotheses are correct, 1) women with seminal 
plasma hypersensitivity and vaginal burning syndrome will demonstrate immediate cutaneous 
rectivity to seminal plasma protein fractions: 2) one or more semical plasma proteins that cause 
localized vaginal symptoms in our civilian group of women will also cause similar symptoms in 
women with Gulf War vaginal burning syndrome; and 3) the ability of seminal plasma proteins to 
regulate (either stimulate or inhibit) the humoral, cellular or secretory immune responses after 
exposure to physical and chemical factors encountered in the Gulf War. 

STATUS: Study just started (11/96 award) 

PUBLICATIONS none to date 
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Title Physical and Emotional Health of Gulf War Veterans Women 

Research Focus: Symptoms/General Research Type: Epidemiology/Clinical Research 

Health 

Agency DoD Study Location Ann Arbor, Ml 

Study Start Date 9/1/96 Estimated Completion Date 8/31/99 

Project Status Ongoing DoD-45 

Summary 

OVERALL PROJECT OBJECTIVE; This study will compare the prevalence of general and gender 
specific health problems in 900 Air force women deployed to the gulf and 900 Air force women 
deployed elsewhere. 

SPECIFIC AIMS: To assess whether the prevalence of health problems remain elevated in women 
deployed to the Gulf at six years post deployment, after controlling for potentially confounding 
factors such as age, reproductive history, sexual history and lifestyle factors. 

METHODOLOGY: This research is to describe the incidence, prevalence, and nature of symptoms 
associated with Persian Gulf War service within a randomized sample of Air Force women. Our 
design is developed on previous experience with two studies of Gulf War veteran women as well as 
the recommendations of numerous military and civilian scientific groups established to address this 
body of research. Specifically, in previous studies we have used a comparison group of women 
deployed to sites other than the theater of the war under the assumption they were physiclly fit for 
duty and would provide a better comparison than those who did not deploy perhaps for physical 
health reasons. Futher sampling strategies will follow the recommendations for both the National 
Institutes of Health (NIH, 1994) and the Institute of Medicine (lOM, 1995; Roberts, 1995), who both 
call for well-designed epidemiologic studies. In both our previous studies we used a randomized 
stratified factorial design (theater vs. non-theater; parent vs. non-parent, and component (active, 
guard, and reserve). Similar sampling procedures will be used in this study in order to control for 
potentially confounding effects of component and patrental status. This study will also include 
detailed information on sexual, reproductive, and menstrual history to allow for more 
completeanalyses of findings. 

Sample size and power will detect differences ovserved in previous studies. Data collection 
involves recruiting the study participants and maximizing the response rate while minimizing 
attrition. A single comprehensive questionaire will provide basic demographic, socionomic, and 
background information and include measures of general physical health and measures of gender- 
specific health. Mental health measures include assessment of depression, somatization, and 8 
PTSD specific to Gulf War service and will include a stressful life event measure. Data processing 
includes all appropriate range and logic checks. Stastical analyses include descriptive stastics, 
cross tabulations with chi-square and t-tests, distrbutions, and multiple regression analyses for 
health outcomes and deployment status. 

EXPECTED PRODUCTS (MILESTONES): Three project years: 1) all planning and pretesting 
during year 1 ; one-half of data collection (mail administrtion) in year 1 and the second half in year 
2; all coding and data entry in year 2; and the final report and electronic data file as deliverables. 
STATUS: Study has just started year 1 tasks. 

PUBLICATIONS none to date 
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Title Exploratory Data Arralysis with the CCEP Database 

Research Focus; Symptoms/General Research Type: Epidemiology Research 
HeaKh 

Agency DoD Study Location Naval Post-Graduate School, Mo 

Study Start Date 10/1/95 Estimated Completion Date 9/1/97 

Project Status Ongoing DoD-46 

Summary 

OVERALL PROJECT OBJECTIVE: To systematically examine the database for interesting 
relationships, and to find, with a high level of confidence, the most interesting ones without having 
to do an exhaustive search. 

SPECIFIC AIMS: 1) to develop a generic computer package to do exploratory data analysis using 
genetic algorithms to decide which attributes to consider in the analysis; 2) to apply this package on 
a number of specific application runs relevant to the Gulf War Syndrome problem; 3) to produce, • 
analyze, and comprehensively document the results of these runs, and produce a set of findings 
and conclusions. 

METHODOLOGY: For the search problem over the space of attributes found in the CCEP 
database, the main search methodology is based on genetic algorithms. The overall solution 
methodology consists of exploratory data analysis and knowledge discovery In databases. 
EXPECTED PRODUCTS (MILESTONES): 1. The computer software: a) a hypothesis generator 
module; b) a filtering module; and c) a results presentation and interpretation module. 
STATIS/RESULTS TO DATE'.Version 1.0 of the Hypothesis Generator Module is complete, tested, 
and applied in a series of production runs. 

PUBLICATIONS none to date 
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Title Study of Mycoplasmal Infections in Gulf War Veterans 


Research Focus: 
Agency DoD 
Study Start Date 
Project Status 


Miscellaneous 

10/10/95 

Ongoing 


Research Type: Epidemiology/Clinical Research 
Study Location Walter Reed Army MC 
Estimated Completion Date 8/30/97 
DoD-47 


Summary 

OVERALL PROJECT OBJECTIVE: This study is designed to find evidence for mycoplasmal 
infections in symptomatic Operation Desert Storm veterans, by comparing the rate of 
seroconversion in symptomatic veterans as compared to healthy Gulf veterans and by culturing for 
Mycoplasma organisms in symptomatic and healthy Gulf veterans. 

SPECIFIC AIMS: See objectives. 

METHODOLOGY: This study has two parts: (1) Sera from 200 symptomatic Gulf veterans and 200 
healthy Gulf veterans, stored in the U.S. Armed Forces HIV Repository are used. Sera prior to and 
after deployment to South West Asia are tested for antibody to M. fermentans, M. genitalium, and 
M. penetrans. (2) Blood, urine, oropharyngeal, and rectal samples in 100 consecutive veterans 
undergoing evaluation at WRAMC and 100 asymptomatic veterans are tested for evidence of 
mycoplasmal infection by culture, serology and PCR. 

EXPECTED PRODUCTS (MILESTONES): August 1996 - Initial Part One results; March 1997 - 
Addendum Part One results; August 1997 - Part Two complete. 

STATUS/RESULTS TO DATE: Part one of the study was done using 151 cases and 151 age and 
gender matched controls. There was no statistically significant difference in the seroconversion 
rate to any of the aforementioned Mycoplasma. However the seroconversion rate was 
unexpectedly low: 1.5% for controls and 3.0% in cases for M. fermentans. The odds ratio (OR) for 
cases compared to controls was 2.0 with a confidence interval of 0.4 - 10.9. In order to be able to 
detect an OR of 2 with a background seroconversion rate of 1 - 2% with 80% power, a larger study 
needs to be done. An addendum to the protocol has been submitted. Part two of the study is still 
ongoing , and as of 9 Sep 1 996, 41 symptomatic veterans and 1 8 healthy controls have entered the 
study. 

No significant difference in the seroconversion rate to Mycoplasma has been found when 
comparing symptomatic to healthy Gulf veterans. Because of the low seroconversion rate, the 
power of part one of the study is low and a larger sample size will allow a better estimation of 
seroconversion to Mycoplasma in this population. 

PUBLICATIONS none to date 
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Title Assessment of Genomic Instability via Chromosome 7 Inversion Frequency in a Guif-War 
Syndrome Cohort vs Selected Control Groups 

Research Focus: Immunology Research Type; Epidemiology/Clinical Research 

Agency DoD Study Location Ft. Detrick 

Study Start Date 10/10/95 Estimated Completion Date 5/31/97 

Project Status Ongoing DoD-48 


Summary 

OVERALL PROJECT OBJECTIVE: This study is designed to determine the frequency of 
chromosome 7 inversions in blood lymphocytes of four groups of volunteers: (1) symptomatic Gulf 
War veterans with findings consistent with a diagnosis of autoimmune or collagen vascular disease: 
(2) Gulf War veterans without abnormaiities; (3) symptomatic volunteers with autoimmune or 
collagen vascular disease; and (4) healthy volunteers with no Gulf War exposure. 

SPECIFIC AIMS: See objectives. 

METHODOLOGY: Biood will be obtained from twenty five consecutive cases of each of the four 
groups. The samples are examined for the chromosome 7 inversion biindly in the laboratory of Dr. 
William Fishbein, an investigator from the AFiP. After the 100 sampies the investigators will be 
unblinded and a statistical analysis will be done. 

EXPECTED PRODUCTS (MILESTONES): March 1997 - Collection complete; April 1997 - 
Analysis complete. 

STATUS/RESULTS TO DATE: As of 9 September 1996, a total of 75 volunteers have been 
enrolled in the study. 

No conclusions can be drawn at this time because the groups remains blinded to investigators. 
PUBLICATIONS none to date 
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Title Health Assessment of Persian Gulf War Veterans from Iowa 


Research Focus: Symptoms/General 
Health 


Agency HHS 

Study Start Date 12/1/94 

Project Status Ongoing 


Research Type: Epidemiology Research 

Study Location CDC and Prevention, Iowa 
Estimated Completion Date 1/31/98 
HHS-1 


Summary 

OVERALL PROJECT OBJECTIVE: The objective of this study is to assess the prevalence of 
adverse health outcomes among a random sample of Persian Gulf War veterans who listed Iowa 
as their home of record. For comparison purposes, this study will also assess the prevalence of 
adverse health outcomes among a control sample of military personnel who served during the time 
of the Persian Gulf War, but who were not deployed to the Persian Gulf theater of operations. 
SPECIFIC AIMS: This study will address the following specific hypotheses: (1) Persian Gulf War 
veterans experienced more self-reported health problems in the post-war period than did Persian 
Gulf-era military personnel who did not sen/e in the Persian Gulf region; (2) active duty military 
personnel with service in the Persian Gulf region experienced more self-reported health problems 
in the post war period than did active duty military personnel who did not serve in the Persian Gulf 
region; (3) National Guard and reserve personnel with service in the Persian Gulf region 
experienced more self-reported health problems in the post-war period than did National Guard and 
reserve personnel who did not serve in the Persian Gulf region; and (4) National Guard and reserve 
personnel with service in the Persian Gulf region experienced more self-reported health problems 
than active duty military personnel with comparable service. 

METHODOLOGY: Data on self-reported health outcomes are being collected through a telephone 
survey with a random sample of Persian Gulf War veterans and Persian Gulf War-era controls who 
listed Iowa as their home of record. Approximately equal sample sizes from four groups of military 
personnel were selected: (1) exposed (served in Persian GulO active duty military personnel; (2) 
exposed National Guard and reserve personnel; (3) control (Persian Gulf War-era) active duty 
military personnel; and (4) control National Guard and reserve personnel. Approximately 750 
subjects in each group will be interviewed using stratified random sampling with proportional 
allocation. In addition, each group will be stratified based on branch of military service, pay grade, 
race, age, and gender. 

EXPECTED PRODUCTS (MILESTONES): Expect report of results by early 1997. 
STATUS/RESULTS TO DATE: Ongoing; Data collection completed May 1996, initial report 
submitted for publication in September 1996. 

PUBLICATIONS none to date 
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Title Disease Cluster In a Pennsylvania Air National Guard Unit, EPI-AID 95-1 8 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency HHS Study Location CDC, Pennsylvania 

Study Start Date 12/1/94 Estimated Completion Date 3/31/95 

Project Status Ongoing HHS-2 

Summary 

OVERALL PROJECT OBJECTIVE: Evaluate reported cluster of illness in the Pennsylvania 1 93rd 
Air National Guard unit. 

SPECIFIC AIMS: To characterize patients, determine if there was a cluster, and to identify risk 
factors for cluster. 

METHODOLOGY: Case series survey, cross sectional population survey, and case control study 
STATUS/RESULTS TO DATE: EPI - AID is complete. Lab and data analysis continue. 
PUBLICATIONS Morbidity and Mortality Vi/eekly Report: Unexplained Illness Among Persian Gulf 
War Veterans in an Air National Guard Unit, Preliminary Report, August 1990- 
March 1995. MMWR, 44(23):443-447, 1995. 
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Title Biomarkers of Susceptibility and Polycyclic Aromatic Hydrocarbon (PAH) Exposure in Urine 
and blood Cell DMA from U.S. Army Soldiers Exposed to Kuwaiti Oil Well Fires 

Research Focus: Environmental Research Type: Basic Research 

Toxicology 


Agency HHS 

Study Start Date 1/1/92 

Project Status Ongoing 


Study Location NIH/NCI/DCE/LCTP/IVP 
Estimated Completion Date 1/31/97 
HHS-3 


Summary 

OVERALL PROJECT OBJECTIVE: To compare PAH level in soil and air with biomarkers of 
exposure (urinary metabolites), biologically-effective dose (DMA adducts) and individual 
susceptibility (genetic polymorphisms) for this group of 62 soldiers. This project is technically not a 
research project. It was an analysis requested by the U.S. Army Environmental Hygiene Agency, 
now known as the Center for Health Promotion and Preventive Medicine, as a part of their ongoing 
exposure assessments. 

SPECIFIC AIMS: To determine the extent of exposure and the correlation between these various 
biomarkers. 

METHODLOGY: Solidiers participating in a USAEHA surveillance project in which ambient PAH 
monitoring and biomonitoring were performed. Samples of blood and urine were taken in Germany 
in June (1991 ), in August, eight weeks after deployment to Kuwait, and in October after the return 
to Germany. PAH-DNA adducts were measured by benzo[a]pyrene-DNA dissociation-enhanced 
lanthanide fluroimmunoassay (DELFIA) and aromatic DNA adducts were measured by 32P- 
postlabeling in blood cell DNA. Urinary benzo[a]pyrene metabolites are being determined by 
immunaffinity chromatography and fluorescence. Glutathione-s-transferase and cytochrome P450 
1A1 polymorphisms have been determined by PCR amplification of the DNA. 

EXPECTED PRODUCTS (MILESTONES): The anticipated findings were higher pollution in the 
area of the soldiers' duty stations and higher levels of DNA adducts and urinary metabolites. 
STATUS/RESULTS TO DATE: By both methodologies, blood cell DNA adduct measurements were 
lower in Kuwait than in Germany in June and October. The increase in adduct levels In October 
(compared to August In Kuwait) was statistically significant. Urinary metabolite studies are not 
complete. The data suggest that the location of the soldiers’ duty stations in Kuwait represented a 
cleaner working environment than Germany, /tetual PAH measurements of air and soil in Kuwait 
showed very low levels of contamination. Literature values for ambient PAH measurements for 
Germany at the same time are much higher. 

PUBLICATIONS none to date 
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Title Suspected Increase of Birth Defects and health Problems Among Children Born to Persian 
Gulf War Veterans In Mississippi 

Research Focus: Reproductive Health 
Agency CDC 
Study Start Date 5/1/94 
Project Status Complete 

Summary 

OVERALL PROJECT OBJECTIVE: To determine the nature and extent of a reported increase of 
birth defects and health problems among children bom to Persian Gulf War veterans from two units 
of the Mississippi Natiohal Guard. . 

SPECIFIC AIMS: To calculate the number and rate of birth defects and health problems Ih chlldreh 
bom to Persian Gulf War veterans from two units of the MS National Guard after their returh from 
overseas service, and determine whether an excess of birth defects/health problems occurred. 
METHODOLOGY: Descriptive survey by medical record review, supplemented by parent/physician 
Interview as required. Comparison of observed numbers/rates with expected numbers/rates from 
birth defect surveillance systems, epidemiological studies, etc. 

EXPECTED PRODUCTS (MILESTONES): Final report published by CDC on 12/19/94 (Field 
Epidemiology Report #95-01 ). 

STATUS/RESULTS TO DATE: The total number of all types of birth defects was not greater than 
expected. The frequency of premature birth, low birth weight, and other health problems appeared 
similar to that in the general populaton. 

PUBLICATIONS Penman AD, Tarver RS. No evidence of increase in birth defects and health 
problems among children bom to Persian Gulf War veterans in Mississippi. 
Military Medicine, 161(1):1-5. 1996. 


Research Type: Epidemiology Research 
Study Location Jackson 
Estimated Completion Date 2/1/96 
HHS-4 
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Title Mortality Follow-up Study of Persian Gulf Veterans 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Mortality 

7/1/94 

Complete 


Research Type: Epidemiology Research 
Study Location VACO 
Estimated Completion Date 7/1/3196 
VA-1 


Summary 

OVERALL PROJECT OBJECTIVE: VA’s Environmental Epidemiology Service is undertaking a 
retrospective Follow-up Mortality Study of Persian Gulf Veterans that will compare the overall 
mortality rates and cause-specific mortality rate of all 697,000 servicemembers who served in the 
Persian Gulf theater of operations anytime between August 1 990 and May 1 991 with those of a 
comparison group of 803,526 service members randomly selected from various subsets of all 
servicemembers who were in service anytime between August 1990 and May 1991 but who were 
not deployed to the Persian Gulf theater. 

SPECIFIC AIMS: Are there excess deaths among Persian Gulf veterans from various natural and 
external causes in comparison to their non-Persian Gulf Veteran counterparts? 

METHODOLOGY: A retrospective cohort mortality study; 697,000 study subjects, 800,000 
controls; Cox regression model, SMR analysis. Vital status has been determined using a VA 
database known as the Beneficiary Identification and Record Locator Subsystem (BIRLS) and a 
Social Security Administration file for deaths reported through 1993. Death certificates have been 
requested from VA regional offices, Federal Records Centers or from state vital statistics offices. 
Cause of death are coded by a qualified nosologist using the International Classification of 
Diseases, 9th revision, without the knowledge of whether the decedent served in the Persian Gulf 
area. 

As the first mortality follow-up of Persian Gulf veterans, this study represents an important first step 
in addressing the health concerns of Persian Gulf veterans. The study results as reflected in 
mortality should provide an early warning for any possible life threatening health conditions as a 
consequency of Persian Gulf service. The study will be periodically updated to ascertain any long- 
term consequences of Persian Gulf service on mortality outcomes. 

EXPECTED PROEJCTS (MILESTONES): Data collection is complete. Preliminary results were 
presented at the American Public Health Association Meeting in San Diego CA October, 1995 A 
final report was submitted in April 1 996 to a scientific journal for publication. 

STATUS/RESULTS TO DATE: Preliminary analysis indicates that the overall mortality rate is 
higher in Persian Gulf veterans compared to non-deployed era veterans. However, when causes 
due to accident, suicide and homicide are accounted for, there is no difference in mortality rate 
between the two groups. 

PUBLICATIONS Manuscript accepted for publication 
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Title National Health Survey of Persian Gulf Veterans 

RMearch Focus: Symptoms/General Research Type: Epidemiology Research 
Heaith 

Agency VAi Study Location VACO 

Study Start Date 7/1/94 Estimated Completion Date 6/30/98 

Prefect Status Ongoing VA-2 

Summary 

OVERALL PROJECT OBJECTIVE: To estimate prevalence of various symptoms and other health 
outcomes for Persian Gulf War veterans. 

SPECIFIC AIMS: To estimate and compare prevalence of various symptoms, medical conditions, 
and unexplained illnesses in Persian Gulf war veterans and those of non-Persian Gulf veterans. 
METHODOLOGY: A population-based health survey. Several studies are currently underway that 
investigate the incidence, prevalence, and nature of illnesses in Gulf War veterans. The National 
Health Survey of Persian Gulf Veterans and Their Family Members is conducted in three phases. 

In Phase I, a questionnaire was mailed to each of 30,000 veterans (15,000 Persian Gulf Veterans; 

1 5,000 non-Persian Gulf Veterans). Multiple follow-up mailings were made to increase the 
response rate. In Phase II, a sample of 8,000 non-respondents will be randomly selected and a 
telephone interview will be attempted using a CATI questionnaire which includes a question on 
reasons for refusal. Telephone interviews with the non-respondents wilt assist in assessing 
potential non-respondent bias and will supplement the postal sunrey data. In addition, during Phase 
II. selected self-reported data collected by the postal questionnaire will be validated through records 
review for 2,000 veterans from each group. In Phase III, the same 2,000 veteran respondents and 
their family members from each group will be invited to participate in a comprehensive physical 
examination under a uniform comprehensive clinical examination protocol at a VA, DoD, or private 
medical facility. 

The scope of the survey spans 3 years: Phase I was completed at the end of the first year (June 
1996); Phase II by October 1997; and Phase III by the end of the third year (June 1998). 
EXPECTED PROJECTS (MILESTONES). Publication in a peer-reviewed journal. 
STATUS/RESULTS TO DATE: The proposed study protocol and questionnaire were peer-reviewed 
and approved by an external scientific oversight committee in April 1 995. The proposed survey 
questionnaire was approved by the Office of Management and Budget (0MB) in September 1995. 
The initial questionnaires were mailed in November 1995 and the first supplemental questionnaires 
were mailed in January 1996 to 20,426 non-respondents and individuals with new mailing 
addresses. Phase I of the survey was completed in June 1996. 

PUBLICATIONS none to date 
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Tills Use of Roster of Veterans Who Served in Persian Gulf Area 


Research Focus; Miscellaneous 
Agency VA/DoD 
Study Start Date 7/1/94 
Project Status Ongoing 


Research Type: Epidemiology Research 
Study Location VACO 
Estimated Completion Date 7/31/96 
VA-3 


Summary 

OVERALL PROJECT OBJECTIVE: To properly address the Issue of possible exposure to 
environmental hazards, all individuals who served in the Persian Gulf region need to be identified. 
SPECIFIC AIMS; To prepare a computer file of over 697,000 troops assigned to the Persian Gulf 
area during Operation Desert Shield/Desert Storm. 

METHODOLOGY: The U.S. Army and Joint Services Environmental Support Group (ESG) is in the 
process of computerizing troop unit locations in the Persian Gulf Theater. 

EXPECTED OUTCOMES (MILESTONES): Complete description of unit locations in the Persian 
Gulf Theater, 

STATUS/RESULTS TO DATE: The personnel database is now operational (about 700,000 
Individuals). Troop movement software is now operational. Documenting troop movements from 
Combat Records is continuing and Is over 90% complete, based on the records currently 
identified. This database has been made available to VA's Environmental Epidemiology Service 
(EES), giving VA access to demographic data on all troops stationed in the Persian Gulf. The risk 
assessment data are obtained, and oil field emissions modeling data are synthesized. Initial results 
of unit-level values are expected in May of 1996. 

RESULTS: Troop roster and troop unit locations were available as of the end of July 1996. 
PUBLICATIONS none to date 
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Title Evaluation of Cognitive Functioning of Persian Guif Veterans 

Research Foijus: Brain & Nervous Research Type: Ciinical Epidemiology Research 

System 

Agency VA Study Location VAMC Boston 

Study Start Date 10/1/94 Estimated Completion Date 9/30/99 

Project Status Ongoing VA-4A 

Summary 

OVERALL PROJECT OBJECTIVE: The primary focus of this research project is to determine 
whether specific cognitive deficits or deficit patterns are associated with the presence of seif- 
reported health complaints and/or with hazardous environmentai exposures in the Gulf. (Exposure 
information wiil be obtained either from self-report, exposure modeling, and DoD data on troop 
locations). In examining these associations, the influence of war-zone stress, PTSD 
symptomatology, psychological distress, and post-deployment life stressors is being evaluated. 
SPECIFIC AIMS: The specific objectives of this study are: (1) to observe and determine whether 
cognitive performance deficits are associated with self-reported health complaints stemming from 
Persian Gulf deployment; (2) to determine the relationship of environmental exposure (self-report 
and based on an independent exposure protocol) during deployment to cognitive performance; (3) 
to characterize subsets of cognitive patterns or deficits among exposure classes; (4) to delineate 
the association of cognitive alterations or deficits with levels of combat exposure, combat stress, 
and PTSD symptomatology; and (5) to conduct a preliminary examination of the relationship among 
health symptoms, hazardous environmehtal exposure, and other war-zone experiences, specifically 
traumatic war-time stressors and ensuing trauma symptomatology (Sutker, Uddo, Brailey, & 
Allain,1993; Wolfe, Keane, & Young, in press). Identification of diagnostic predictors and their 
relationship to outcomes of interest will help establish preliminary models related to important 
components of the military experience. The development of these models will aid Department of 
Veterans Affairs (VA) and Department of Defense (DoD) activities related to veterans' health care 
by: (1) facilitating symptom recognition and diagnosis in areas of growing concern (environmental 
exposure and traumatic stress following war), (2) emphasizing interdisciplinary approaches. (3) 
contributing to treatment planning, and (4) providing a baseline against which coghitive and mental 
status change over time can be gauged. Observations and findings from this study can lead to 
more focused investigation of cognitive functions that may be directly associated with defined 
exposures and/or PTSD symptomatology. 

METHODOLOGY: Subjects in this face-to-face study are contacted by phone and asked to 
participate in as many parts of the protocol as they would like. The protocol consists of an in-depth 
questionnaire which asks about background information relating to job, education, family history, 
medical and psychological problems, an interview with an Environmental Health specialist about 
experiences and exposures while in the Gulf, a psychological interview with a clinical psychologist 
asking about readjustment issues and psychiatric stress since the war, and neuropsychological 
tests examining primarily memory, attention, and learning abilities. 

EXPECTED PRODUCTS (MILESTONES): Multiple scientific manuscripts, annual reports, annual 
reports of Boston Environmental Hazards Center, longitudinal data on stress and health. 
STATUS/RESULTS TO DATE: This study constitutes Time 3 of the Desert Storm Reunion Survey. 
The Ft. Devens ODS Reunion Survey represents a longitudinal assessment of readjustment of 
Persian Gulf War veterans returning through Ft. Devens, Massachusetts, following their return from 
the Persian Gulf region. 

To date, 220 subjects from the Devens cohort sample have been tested (137 have come to the 
Boston VAMC and completed all parts of the protocol; 83 have partially completed the protocol 
generally because they live geographically too far away). In addtion, 47 veteran subjects (part of 
the larger Devehs cohort but not the projected sample), and 50 controls (veterans deployed to 
Germany but not the Gulf) have completed the Project #1 protocol). 
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In order to substantiate and corroborate information reported to us by veterans regarding where 
they were bcated and potentiai hazardous exposures in the Gulf, we are proceeding with oUaining 
computerized database information on exogenous exposure, potentially using grid coordinates 
linked to modeling data from DoD. We have received information on unit locations during the Gulf 
War from the U.S. Army arid Joint Services Environmental Support Group. Unit location information 
is being compiled and plans for analysis are being discussed. 

In Year 3, we will conclude data collection and conduct data anlyses, with manuscript preparation 
to follow. 

PUBLICATIONS Proctor S, Vttolfe J, Friedman M. Evaluation of health symptoms reported by Gulf 
War veterans. Paper presented at the Annual Meeting (9/M) of the International 
Society for Environmental Epidemiology. Research Triangle Park, North Carolina. 
Wolfe J, Brown PJ. Bucsela ML. (1992) Symptom responses of female Vietnam 
veterans to Operation Desert Storm. Am J Psychiatry, 149, 676-679. 

Wolfe J, Brown P, Kelley J. (1993) Reassessirig war stress: exposure and the 
Gulf War. JSoc Issues, 49, 15-31. 
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Title Evaluation of Neurological Functioning in Persian Gulf Veterans 

Research Focus: Brain & Nenrous Research Type: Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Boston 

Study Start Date 10/1/94 Estimated Completion Date 9/30/99 

Project Status Ongoing VA~4B 

Summary 

OVERALL PROJECT OBJECTIVE: This study evaluates neurological functioning in returning 
Persian Gulf war veterans who present with nervous system signs and symptoms of the type 
described as "Gulf War Syndrome". This study uses sophisticated clinical neurophysiological 
techniques capable of detecting subtle changes in peripheral and central nervous system 
functioning: electroencephalography (EEG); evoked potential (EPs); nerve conduction studies 
(NCV) and functional magnetic resonance imaging (MRI). 

SPECIFIC AIMS: The specific objectives of this study are: (1) to objectively describe Persian Gulf 
War veterans' neurological status using standard clinical methodology, (2) define to observe and 
determine patterns of central and/or peripheral nervous system deficits in the four designated 
diagnostic groups compared to controls, and (3) to explore whether similar patterns of particular 
exposure characteristics exist within the diagnostic groups and whether distinct patterns exist 
between the groups. 

METHODOLOGY: Subjects are veterans from the subjects evaluated in Project 1 who have been 
diagn(3sed with disorders which have an hypothesized environmental trigger and include 
neurological complaints {presumed neurotoxicant encephalopathy, multiple chemical sensitivity, 
chronic fatigue syndrome and post-traumatic stress disorder). Approximately 300 subjects (200 
selected cases and 100 controls) will be selected from Project #1 and examined over a five year 
period. Approximately 1 0 persons from each of the four diagnostic categories and 20 control 
subjects will be enrolled for study each year. These subjects will have a neurologic examination 
and questionnaire, EEG, EPs, and MR. Those subjects with presumed neurotoxicant encephalophy 
and those serving as controls also will have nerve conduction studies. 

Since all subjects recruited for study are from subjects studied in Project 1 , the groups are similar in 
age and gender distribution. Thus, subjects are not directly matched by gender and age with 
controls, but attention to these demographic factors will be made in selecting appropriate controls. 
EXPECTED PRODUCTS (MILESTONES); In this study, we expect to determine if there are 
differences in subtle neurological functioning between veterans diagnosed with environmental 
health-related diagnoses of organic brain syndromes resulting from toxicant exposures, PTSD, 
MCS, or CFS compared to controls. 

STATUS/RESULTS TO DATE: Electrophysiological testing of a cohort of PGW veterans is 
currently underway (n=50 clinical PGW patients). Our current plan is for the focus of the project to 
be on SPECT and MRI protocols, along with the nerve conduction study. Methodology and pilot 
studies to test the imaging methodology are currently in progress. 

In light of recent DoD reports of sarin detection in the Gulf region during the war, we are 
considering the development of an appropriate evoked potential (EP) study protocol. 
PUBLICATIONS none to date 
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Title Gulf War And Vietnam Veterans Cancer Incidence Surveillance 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Miscellaneous 

10/1/94 

Ongoing 


Research Type: Epidemiology Research 
Study Location VAMC Boston 
Estimated Completion Date 9/30/99 
VA-4C 


Summary 

OVERALL PROJECT OBJECTIVE; To examine the pattern of cancer diagnosed in Massachusetts 
Vietnam veterans as compared with Vietnam-era veterans for the time period 1988-1993. This 
iinkage will be accomplished by linking a computer tape of Massachusetts veterans who received 
differential bonuses to the Massachusetts Cancer Registry master file and analyzing the resulting 
linked cases, as was done for the years 1982-1988 in prior study by the Principal Investigator. 
Another objective is to establish a database linkage for New England area Persian Gulf War 
veterans so as to be able to examine cancer incidence in this cohort at a later point in time. 
SPECIFIC AIMS: 1 . Monitor cancer incidence in Gulf War and Vietnam veterans of New England 
states, as part of the overall surveillance of disease in veterans exposed to environmental hazards; 
2. Extend previous studies of cancer incidence and mortality by collecting and analyzing data on 
Massachusetts Vietnam veterans diagnosed in the years 1988-1993; 3. Analyze the results of the 
Massachusetts veterans cancer incidence linkage in a nested case-control design incorporating 
information on military and civilian occupations, branch of service and, where possible, location of 
service; 4. Establish a roster of Gulf War veterans in New England states, with identifying 
information such as names, dates of birth, and social security numbers, resulting in a computer file 
of Gulf War veterans that can be used in future linkage studies examining cancer incidence and 
mortality from various diseases; 5. Provide a database from which to plan additional clinical and 
preventative interventions to reduce morbidity and mortality from targeted diseases. 
METHODOLOGY; In Year 1, we planned to initiate the linkage. In years 2-5, we plan to sort the 
cases into cancers of interest and other (auxiliary) cancers, analyze the data as a "nested" case- 
control study, and present odds ratios for specific cancers in Vietnam veterans compared with 
Vietnam-era veterans. /Mso in years 2-5, we plan to devise a system for linking the roster of Gulf 
War veterans in the New England states with cancer registries in all states which have population- 
based data. 

EXPECTED PRODUCTS (MILESTONES): In this study we expect to determine cancer incidence 
rates in Massachusetts Vietnam veterans for the period 1988-1993. At completion of year 2 of the 
study, we expect to have preliminary results based on analysis of this database. Results pertaining 
to cancer incidence in Gulf War veterans is not expected for 10 years or so due to the latency 
period in cancer development. 

STATUS/RESULTS TO DATE. The linkage program has been re-written and initial linkages run. 
Preliminary results have been obtained for the Massachusetts veterans bonus tapes linkage to the 
Massachusetts Cancer Registry. The mechanics for the linkages to the other New England Central 
Cancer Registries Is in progress. 

PUBLICATIONS none to date 
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Title Evaluation of Respiratory Dysfunction Among Gulf War Veterans 


Research Focus: Environmental 
Toxicology 


Agency VA 

Study Start Date 10/1/94 
Project Status Ongoing 


Research Type: Clinical Epidemiology Research 

Study Location VAMC Boston 
Estimated Completion Date 9/30/96 
VA-4D 


Summary 

OVERALL PROJECT OBJECTIVE: To assess respiratory status in relation to exposure to oil fire 
pollution In Gulf War veterans and evaluate the relationship between measures of pulmonary 
dysfunction and respiratory symptoms and exposure in subjects recruited for Project #1 . 

SPECIFIC AIMS: 1 . Create a cumulative personal exposure estimate for each subject utilizing the 
U S. Army Enviornmental Hygiene Agency exposure assessment data for their unit combined with 
geographic specific information which maps each unit's location in the Persian Gulf War theater; 2. 
Assess respiratory status using standardized respiratory questionnaire: 3. Assess respiratory 
function with physical examination and pulmonary function testing: 4. Assess pre-existing asthma 
risk with total serum IgE levels; 5. Assess non-specific bronchial responsiveness (BHR) as a 
measure of early outcome and as a potential risk factor in the development of lung disease by 
using methacholine challenge testing (Initiating in Year 2 of the study); 6. Examine possible 
predictors of respiratory function (PFT's and methacholine challenge test) using cumulative 
environmental exposure assessment variable, respiratory medical history, occupational history, and 
smoking status variables: 7. Develop a database from which to plan preventative interventions to 
reduce morbidity and mortality from respiratory diseases. 

METHODOLOGY: Subjects will be veterans from the subjects evaluated in Project 1. Each will 
complete a standardized respiratory questionnaire, systematic cardio-pulmonary physical exam, 
and pulmonary function testing. Spirometric measures will include forced expiratory volume in one 
second (FEV1), forced vital capacity (FVC) and FEV1/FVC in accordance with American Thoracic 
Society recommendations. Subject data will be adjusted for age, height and gender and 
transformed to percentage predicted values using Knudson predictive equations. Blood will be 
drawn by venapuncture at the time of the visit and total serum IgE, complete blood count and 
differential and quantitative immunoglobulin levels will be measured. Additional blood samples will 
be drawn and stored for future laboratory tests (e.g., DNA analyses, infectious diseases). Bronchial 
responsiveness will be determined via methacholine challenge testing starting in Year 2. 
Nonspecific bronchial hyperresponsiveness has been suggested as a risk factor for, or an early 
event In the development of both acute and chronic occupational lung diseases. Occupational 
exposures to irritant substances at concentrations similar to the Gulf War exposures have been 
shown to cause airway hyperresponsiveness and it is believed that these exposures might be 
associated with the development of asthma. 

EXPECTED PRODUCTS (MILESTONES): In this study, we expect to determine if there are 
differences in respiratory function (PFTs) in Gulf War veterans associated with cumulative personal 
exposure estimates obtained from exposure modeling by the U S, Army Hygiene Agency. At the 
completion of Year 3 of the study, we expect to have preliminary results based on analyses of the 
data collected at that time. 

STATUS/RESULTS TO DATE: To date, a total of 75 subjects have been recruited for the study. 
Blood samples are being collected and pulmonary function testing performed according to 
schedule. Methodology for methacholine challenge testing will be piloted and integrated into the 
existing study protocol In the fall of 1996. 

PUBLICATIONS none to date 
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Title The Aromatic Hydrocarbon Receptor (AhR) as a Biomarker of Susceptibility 


Research Focus: Environmental 
Toxicology 


Agency VA 

Study Start Date 1 0/1/94 
Project Status Ongoing 


Research Type: Basic Research 

Study Location VAMC Boston 
Estimated Completion Date 9/30/99 
VA-4E 


Summary 

OVERALL PROJECT OBJECTIVE: The objective of this project is to test the hypothesis that the 
aromatic hydrocarbon receptor (AhR) is a molecular biomarker for polycyclic aromatic hydrocarbon 
(PAH) susceptibility. Veterans of the Persian Gulf war were potentially exposed to relatively high 
doses of PAHs in smoke emanating from Kuwaiti oil well fires. The high incidence of physical 
complaints by Gulf War veterans may reflect previously documented PAH toxicitles including 
suppression of the immune system and neurologic dysfunction. 

SPECIFIC AIMS: 1. Confirm that AhR expression levels correlate with PAH bioactivity; 2. Optimize 
the use of single strand conformational polymorphism (SSCP) analysis to detect AhR gene 
polymorphism and mutations in mice; 3. Apply results to human studies. Results obtained in the 
fulfillment of aims #1 and 2 will define the conditions for employing AhR levels and gene 
polymorphism as molecular biomarkers of PAH susceptibility. 

METHODOLOGY: The first aim of the project is to confirm that the level of AhR in mice correlates 
with PAH toxicity and carcinogenicity. To do this first we propose genetically engineering AhR 
transgenic mice in which elevated AhR expression is directed to lymphocytes and then assessing 
a) PAH-induced immunosuppression as a representaSve indicator of organ toxicity and b) 
lymphocyte and lung transformation as measures of cancer risk in AhR transgenic mice. 

To prepare for human studies, we will evaluate AhR polymorphism in mice using single strand 
conformational polymorphism (SSCP) analysis. Double stranded DNA from samples of veterans' 
blood is separated by heating followed by rapid cooling on ice. The three-dimenslonai conformation 
reassumed by each strand is determined by its nucieic acid sequence. Single nucleotide changes 
can be detected when the reannealed DNA is run on 6% acrylamide gels. 

To apply results to humans, polyclonal and monoclonal antibodies to human AhR (and/or ARNT) 
will be produced and employed in conventional or PCR-based ELISAs of AhR protein levels in 
peripheral blood lymphocytes from Persian Gulf War veterans who complete Projects #1 and 4 
EXPECTED PRODUCTS (MILESTONES): This project will result in the production of new strains 
of mice which differ in their responsiveness to environmental pollutants These mice will represent 
invaluable tools In investigating the effects of these pollutants in humans. We will also develop the 
technology to screen veterans of the Persian Gulf war for genetic factors which could put them at 
risk for immune defects and cancer. 

STATUS/RESULTS TO DATE: As part of the first aim of this project we have successfully 
generated 8 chimeric mice, i.e., mice derived from both the normal cells of the blastocyst and from 
the blastocyst-injected embryonic stem cells. We are currently testing the ability of these stem cells 
to introduce the gene mutation into the germ line of these chimeric mice by breeding the chimeric 
mice with normal mice and looking for the transmission of the AhR mutation in the first generation. 
Germ line transmission of a mutated or overexpressed AhR transgene is essential to our studies. 

It is necessary to set up biologic assays to assess the effects of overexpressing the AhR gene in 
mutant mice. To this end we are setting up assays of immune responses in vivo (plaque forming 
cell assays, ELISA spot assays) and in vitro (Mishell/Dutton cultures). Antigens for these studies 
are being made and reagents required for the assays have been collected. (A microplate reader 
has been purchased and Is being interfaced with a PC for rapid analysis of ELISA results.) 

In order to quantitate the expression of AhR in mutant or in normal mice by western blotting and by 
novel ELISA techniques in aim #1 , it is necessary to produce AhR-specific monoclonal antibodies. 
To this end we have expressed a full length AhR protein in a bacterial expression system, have 
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purified about 100 meg of proteirr, and are preparing to immunize rats with the protein. In the 
meantime, we have developed an AhR ELISA assay with which to screen rat sera and putative 
hybridomas derived from immunized rats for anti-AhR antibodies. 

In the proposal we have entertained the possibility that additional factors, e g., ARNT accessory 
molecules, limit AhR activity. To prepare for this possibility, we have obtained anti-ARNT antibodies 
from a collaborator for western blotting analysis and have subcioned the murine ARNT gene for 
expression in bacterial systems. Purified ARNT will be used to generate monoclonal anti-ARNT 
antibodies as described for AhR. We have also set up collaborations to employ in situ hybridization 
and ligand binding assays to evaluate levels of AhR expression and function in transgenic mice. 

In addition, we have been looking for genetic polymorphisms in the human AhR gene. After 
segmenting the gene into a ligand binding site and a DNA binding site and examining it using 
Sequence Specific Conformational Polymorphism techniques, we have found two alleles at each 
site, based on about 40 samples from the Center's veteran population (Project 4 subjects). 
PUBLICATIONS none to date 
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Title Validity of Computerized Tests 

Research Focus; Brain & Nervous Research Type: Clinical Research 

System 

Agency VA Study Location VAMC Boston 

Study Start Date 10/1/94 Estimated Completion Date 9/30/99 

Project Status Ongoing VA-4F 

Summary 

OVERALL PROJECT OBJECTIVE: The objective of this project is to continue the validation 
process of the Neurobehavioral Evaluation System (NES), a battery of computer-assisted 
behavioral tests developed for the purpose of detecting brain dysfunction secondary to exposure to 
neurotoxicants, with an expanded battery of subtests. The NES tests are derived from standard 
neuropsychological tests that have been well characterized in terms of brain-behavior relationships, 
but they differ in input and output modality and in other respects from traditional tests. Therefore, 
the validity of the NES subtests can only be verified by testing patients with known brain damage 
and showing that such damage affects performance on those tests. The sensitivity of the NES to 
neurotoxioant exposure cannot be fully interpreted, -in terms of CNS mechanisms, without such 
validation. 

SPECIFIC AIMS: 1. Assess the validity of the expanded battery of NES tests within the patient 
groups (Parkinson's Disease, Multiple Sclerosis, focal lesion patients) studied in the previous phase 
of this research 2, Expand the validation study to include patients with other neurologic 
(Alzheimer's Disease, Huntington's Disease) and psychological disorders (PTSD), as well as those 
with conditions potentially induced by hazardous environmental or occupational exposure (MCS, 
CFS). 3. Correlate performance on the new NES subtests with performance on the standard paper- 
and-pencil tests on which they are based, 4. Determine the sensitivity of the NES subtests to the 
progression of neurologic disease by longitudinal testing of subject groups with deteriorating 
disorders. 

METHODOLOGY: Neurologic subjects are being recruited from both the Boston VAMC and Boston 
University Medical Center. Subjects in the MCS, CFS and PTSD groups will be recruited from the 
population of Gulf War veterans assessed and diagnosed with these disorders in Project #1 . PTSD 
diagnoses will be reviewed by Dr. Wolfe; MCS cases are being identified using criteria specified by 
Cullen (1987) and CFS cases are being identified using criteria specified by Fukuda etal., 1994. 
Each subject will have an initial interview to provide demographic data followed by adminstration of 
the Mini-Mental Status Examination and WAIS-R Information and Picture Completion subtests (40 
minutes). Subjects meeting Inclusion criteria will then be adminstered the expanded NES battery 
(approximately 100 minutes). 

EXPECTED PRODUCTS (MILESTONES): This study has important clinical and research 
implications: (1) to facilitate the assessment of patients with suspected subtle brain damage 
secondary to exposure from neurotoxicants or from other diagnoses with a hypothesized 
environmental trigger (MCS, CFS, PTSD) by providing a sensitive, relatively brief battery of tests of 
CNS function that can be easily administer^; (2) to provide a test battery for which brain-behavior 
relationships are known (providing measures which will then be useful in hypothesis-driven 
research on the cerebral localization of neurotoxicant effects); (3) to provide tests with known 
diagnostic validity for application to clinical situations. We expect to have preliminary results based 
on analyses of the data collected in the first years of the study, but the total project won't be 
complete for 3 more years. 

STATUS/RESULTS TO DATE: Data analysis and manuscript writing have proceeded in Year 1 
describing the validity of NES2 in various patient groups. The NES3 battery has been developed 
and Is now being piloted. 

PUBLICATIONS Krengel M, White RF, Diamond R, Letz R, Cyrus P, Durso R. A comparison of 
NES2 and traditional neuropsychological tests in a neurologic patient sample. 
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Neurotoxicology and Teratology 1996; 18:435-439. 

White RF, Diamond R, Krengel M. Lindem K, Feidman RG: Validation of the 
NES2 in Patients with Neurologic Disorders. Neurotoxicology and Teratology 
1996; 18: 441-448. 
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Title Health and Exposure Survey of Persian Gulf Veterans 

Research Focus: Symptoms/General Research Type: Epidemiology Research 

Health 

Agency VA 

Study Start Date 1 0/1/94 
Project Status Ongoing 
Summary 

OVERALL PROJECT OBJECTIVE: To survey 2800 Persian Gulf War veterans randomly sampled 
from the Northeast quadrant of the U.S. to determine risk factors and their relationships to symptom 
clusters that could represent significant health problems for Gulf veterans. 

SPECIFIC AIMS: 1 . To provide health and medical histories of veterans who served in the Persian 
Gulf and veterans from the same period who were not deployed to the Gulf; 2. To characterize the 
medical and combat experiences of these veterans during the Gulf war; 3. To perform case cohtrol 
comparisons for various categories and combinations of symptoms with respect to individual and 
environmental risk factors identified in Aims 1 and 2. 

METHODOLOGY: The survey will be mailed from Environmental Epidemial Service to veterans 
who served In the Gulf and those In the services at the time of the war but who remained stateside. 
This survey will be mailed to 2800 veterahs on the Persian Gulf Registry. This survey will include a 
symptom checklist, an environmental risk factor survey, a family and social support survey, and 
anxiety and depression scales. Multivariate analysis of the resulting information will Include cluster 
analysis, principal components factor analysis, and multidimensional scaling. From these analyses 
we expect to be able to develop one or more case definitions for the unexplained illnesses afflicting 
Persian Gulf veterans. 

EXPECTED PRODUCTS (MILESTONES): We expect a high prevalence of Chronic Fatigue and 
Chemical Sensitivity in veterans with unexpiained illness. We also expect to delineate a series of 
risk factors for the development of these illnesses, and for Post-traumatic Stress Disorder which 
may cluster with one or both of these illnesses. We expect these results to be available by the 
summer of 1996. 

STATUS/RESULTS TO DATE: Data collection is almost complete. We have received 1 ,400 (57%) 
of our questionhaires back, and will close data collection on September 1 , 1996 with a target of 
60%. Symptom data has been preliminarily analyzed. At this point, 1 8% of the purposive sample 
returns meet 1988 criteria for CFS, 31% meet 1994 criteria for CFS, and 1 1% meet MCS case 
criteria. The mean number of endorsed symptoms out of 48 total was 24, with headaches, difficulty 
remembering, and fatigue being the most bothersome. Final analyses, incorporating risk factors, 
should be complete by January 1997. 

PUBLICATIONS none to date 


Study Location VAMC East Orange 
Estimated Compietlon Date 9/30/96 
VA-5A 
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Title Physiological and Psychological Assessments of Persian Gulf Veterans 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Immunology 

10/1/94 

Ongoing 


Research Type: Clinical Research 
Study Location VAMC East Orange 
Estimated Completion Date 3/1/97 
VA-5B 


Summary 

OVERALL PROJECT OBJECTIVE: This project will determine if some of the unexplained medical 
illnesses in Persian Gulf veterans may be similar to Chronic Fatigue Syndrome or Chemical 
Sensitivity In civilian populations. It will include viral/immunological studies, neuropsychological 
studies, and studies of physiological responses to a number of physical and cognitive challenges. 

A series of psychosocial factors will be evaluated to determine whether they are risk factors tor the 
illnesses suffered by these veterans. Because female veterans are overrepresented on the 
Persian Gulf registry in proportion to the number that served in the Gulf, we expect female veterans 
to make up half of our study subjects. 

SPECIFIC AIMS: 1 . To determine whether viral or cytokine patterns may suggest an infectious 
agent as a cause of illness in Persian Gulf veterans; 2. To determine it these veterans suffer 
chronic fatigue or chemical sensitivity; 3. To determine psychosocial risk factors that might have 
predisposed some veterans to develop their medical problems; 4. To determine if there are 
neuropsychological deficits in Persian Gulf veterans; 5. To determine if these veterans have 
abnormal physiological responses to physiological and cognitive challenges. 

METHODOLOGY: Persian Gulf veterans that have chronic fatigue, chemical sensitivity, or a 
combination of these, and control era veterans not deployed to the Gulf will be recruited for these 
studies. Biood sampies wili be drawn, peripheral lymphocytes will be isolated, and polymerase 
chain reaction will be used to quantify herpes, epstein-barr and other viruses and to assess the 
level of interleukins and TNF-A. The subjects (80/group) will fill out a series of psychosocial 
instruments and environmental exposure surveys. A battery of neuropsychological tests will be 
given in conjunction with an MRI. Finally, a series of challenges will be given including a tilt test, 
hand grip test, mild exercise on a stationary bicycle, and a cognitive stressor. Blood pressure, heart 
rate, cardiac output, expired C02, and skeletal muscle blood flow will be assessed during and after 
these tests. 

EXPECTED PRODUCTS (MILESTONES): We expect a number of the unexplained illnesses in 
Persian Gulf veterans wili be similar to chronic fatigue syndrome and multiple chemical sensitivity. 
Our studies on civilians with chronic fatigue suggest that Interleukins 6 and 7 and some of the 
herpes viruses might be elevated. We have also seen neuropsychological deficits in memory tasks 
and some decrease in white matter In the MRIs. Finally, we expect abnormal responsiveness to 
some of the physiological stimuli, but it remains unclear whether there will be hyper- or 
hyporesponsiveness. 

STATUS/RESULTS TO DATE: Persian Gulf veterans seen here at the East Orange VA Medical 
Center were mailed a screening form to evaluate their suitability for entry into studies of chronic 
fatigue and chemical sensitivity. Additional veterans from an epidemiological survey of 2,800 
Persian Gulf veterans in the northeast United States are now also being screened for entry into the 
studies In this project. To date, 48 subjects have been enrolled in our studies. (Based on screen 
form responses, 17 met criteria for CFS, 6 for MCS, 7 for both CFS and MCS, and 16 for healthy 
controls.) All studies on these veterans are progressing, but sufficient numbers for statistical 
analysis are not expected until the end of 1996. Final results from this project will be available In the 
summer of 1997. 


PUBLICATIONS none to date 
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Title Effects of Exertion and Chemical Stress on Persian Gulf Veterans 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Immunology 

4/1/97 

Ongoing 


Research Type: Clinical Research 
Study Location VAMC East Orange 
Estimated Completion Date 9/30/99 
VA-5C 


Summary 

OVERALL PROJECT OBJECTIVE: This project will examine several hypotheses about the chronic 
fatigue and chemical sensitivity that may account for some of the unexplained Illnesses In Persian 
Gulf veterans. Specifically, It will examine the maximum exercise capacity of these veterans 
compared to similar era veterans who were not deployed to the gulf. Following this, the 
physiological. Immunological, and endocrine responses to a submaximal exercise test will be 
assessed. In another series of studies, double-blind controlled exposures to a chemical challenge 
will determine whether specific medical complaints, physiological responses, and cognitive 
Impairments can be measured In chemically sensitive veterans. Because female veterans are 
overrepresented on the Persian Gulf registry in proportion to the number that served in the Gulf, we 
expect female veterans to make up half of our study subjects. 

SPECIFIC AIMS: 1 . To determine whether maximal exercise capacity is compromised in Persian 
Gulf veterans with chronic fatigue, chemical sensitivity, or a combination of these Illnesses. 

2. To determine whether the physiological. Immunological, or neuroendocrine responses to a 
submaximal exercise are different In these veterans. 

3. To determine whether object medical symptoms, immune responses, physiological responses, 
or cognitive Impairments can be measured during double-blind exposures to a chemical challenge. 
METHODOLOGY: The veterans with chronic btigue, chemical sensitivity or both, as well a control 
era veterans who were not deployed to the Gulf (30/group), will be given a standard maximal 
exercise test on a treadmill and V02max will be determined. Then, they will be given a 
submaximal exercise challenge at a relative work load during and after which blood sample will be 
drawn to assess cytokine responses, glucose and lactate responses, and adrenal stress hormone 
responses. The chemical challenges will be performed in the exposure chamber at the 
Environmental and Occupational Health Sciences institute In PIscataway NJ. In order to perform 
double-blind exposures, the subjects will be given dermal exposures of phenylethyl alcohol (PEA), 
which Is absorbed through the skin. In a situation where they cannot smell it. They will also receive 
a comparable Inhalation dose to PEA. Autonomic arousal (blood pressure, heart rate), cognitive 
performance, nasal resistance, and markers of nasal Inflammation will be measure before, during, 
and after exposure to PEA. 

EXPECTED PRODUCTS (MILESTONES): In our civilian chronic fatigue patients, V02max Is 
slightly but significantly lower than sedentary controls, and we expect the same in Persian Gulf 
veterans with fatigue. We expect some abnormal responses to the submaximal exercise, but we 
are only now completing those studies In our civilian patients with fatigue. We also expect that 
veterans with chemical sensitivity will have greater responses to the chemical exposure than those 
that are not chemically sensitive. 

STATUS/RESULTS TO DATE: Subjects are being recruited and evaluated through Project 2. 
Equipment for psychophyslologic monitoring has been purchased and Installed. Pilot data for the 
neurobehavloral test and piloting of the psychophyslologic protocol Is being collected. These are 
the last studies In the Environmental Hazards Research Center at the East Orange DVA Medical 
Center and are not planned to begin until 1997. There are no results to date. 

PUBLICATIONS none to date 
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Title Effects of Genetics and Stress on Responses to Environmental Toxins 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Pyridostigmine Bromide 

10/1/94 

Ongoing 


Research Type: Basic Research 
Study Location VAMC East Orange 
Estimated Completion Date 9/30/97 
VA-5D 


Summary 

OVERALL PROJECT OBJECTIVE: This project will determine whether genetic susceptibility to 
stress and exposure to chronic stress will result In persistent sensitization to potentially toxic effects 
of pyridostigmine bromide and aromatic hydrocarbons. In addition, it will examine the behavioral 
consequences of chronic exposure to these toxins. 

SPECIFIC AIMS; 1 . To expose WKY (stress-hyperresponsive) and SD (control) rats to chronic 
stress and then study the sensitivity to pyridostigmine bromide by measuring blood pressure 
responses and the sensitivity to aromatic hydrocarbons by measuring the activity of hepatic 
enzymes induced to metabolize these compounds. 

2. To treat WKY and SD rats chronically with these compounds and examine behavioral rhythms, 
temperature rhythms, startle responsiveness, and neuroendocrine function (both basally and in 
response to stress). 

METHODOLOGY: Sprague-Dawley (SD) and Wistar-Kyoto (WKY) rats will be implanted with 
chronic arterial catheters and then will undergo 3 days of a chronic stress regime. Twenty-four 
hours after the last stressor exposure, the blood pressure dose-response curves to pyridostigmine 
bromide will be determined in these rats and unstressed controls In another set of similar animals, 
the neuroendocrine and brain c-fos responses to pyridostigmine bromide will be evaluated, as well 
as the levels of specific isozymes of cytochrome P-450 in the liver. These enzymes are 
responsible for the metabolism of a large group of xenobiotics, including aromatic hydrocarbons. 
The changes in these enzyme levels will also be evaluated following stressor exposures and 
subsequent exposure to aromatic hydrocarbons. Other sets of studies will determine the 
behavioral and some physiological effects of chronic treatment with pyridostigmine bromide and 
aromatic hydrocarbons, as well as their effects on U^e responses to chronic stress. 

EXPECTED PRODUCTS (MILESTONES); We expect that chronic stress will persistently increase 
the sensitivity to pyridostigmine bromide, which might explain how a drug that is used extensively in 
civilian populations might become toxic under the stresses of the battlefield. We also expect that 
this effect will be more pronounced in WKY rats, which would show that genetic predisposition 
might explain why some veterans developed unexplained illnesses and others did not. We expect 
that hepatic P-450 levels will be inhibited more in WKY rats, and that these results could explain a 
greater sensitivity to toxins metabolized by these enzymes. Finally, we expect that chronic 
exposure to pyridostigmine bromide or aromatic hydrocarbons might show long-term effects on 
behavior or body temperature rhythms which could be very sensitive indices of chronic toxicity. 
STATUS/RESULTS TO DATE: We have been unable to validate the behavioral 
hypemesponisveness in WKY rats that has been reported by others. However, startle 
responsiveness and open field activity have been much lower in WKY rats than SD rats, so we will 
continue to study these 2 strains. In addition, preliminary data suggest that pyridostigmine bromide 
may cause a substantial decrease in voluntary running activity in rats, but it is unclear as yet 
whether this could be a long-term effect. However, it is clear that WKY rats are more sensitive to 
some effects of pyridostigmine bromide that SD rats, but it remains unclear whether these effects 
will be long-term. These results have set the stage for the proposed studies of interactions among 
strain, chronic stress, and potential pyridostigmine bromide toxicity. This series of studies will be 
completed in the spnng of 1997, and results will be available in the summer of 1997. 
PUBLICATIONS none to date 
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Title Portland Environmental Hazards Research Center: Environment, Veterans Health and the 
Gulf War Syndrome. Core Project for Clinical and Epidemiology Research 

Research Focus: Symptoms/General Research Type; Epidemiology Research 

Health 

Agency VA 

Study Start Date 1 0/1/94 

Project Status Ongoing 
Summary 

OVERALL PROJECT OBJECTIVE: To illuminate the relationships between exposures (chemical, 
physical, stress) and unexplained illness in Gulf War veterans. 

SPECIFIC AIMS: 1. To define caseness of unexplained illness in Gulf War veterans; 2, To develop 
a questionnaire of exposures and effects based on the results of veteran interviews and other 
relevant data; 3. To conduct a case-control study focused on the spatial-temporal relationship 
between exposures and illness; 4 To provide subjects for research conducted in Projects I, II and 
pari of IV. 

METHODOLOGY: An epidemiological study using a population-based case-control design is being 
implemented. Pilot work was conducted in two phases before final determination of the research 
protocol. The first phase consisted of fourteen open-ended interviews with veterans with varying 
degrees of health and diverse military exposures. The audio-taped interviews are each 
approximately 3 hours in length. Transcripts of the tapes were analyzed for themes related to 
knowledge of exposure to diverse chemical, biological, environmental, and psychological factors in 
the Persian Gulf In addition, interviewees were asked to provide feedback on specific items being 
planned for inclusion in the final study questionnaire to promote comprehension and ease in 
response. The interviews were completed in the Spring of 1995. 

The second phase of the pilot work was a feasibility study in which a sample of 422 subjects, 
randomly chosen from a data tape of Oregon and Washington residents serving in the Persian Gulf, 
were mailed a survey describing the proposed plan for the large epidemiology study. Specifically, 
the researchers sought information on potential response rates and barriers to participation. 
Modifications of the planned research protocol were made based on responses of the feasibility 
study. 

The formal case control study began in November 1995. A random sample of veterans living in the 
Northwest will receive a mailed study questionnaire containing detailed information on exposures in 
the Gulf and current health status. The mailing of the survey questionnaire began in mid-November 
1995, followed by the case-control clinical evaluations beginning in January 1996. The data base 
being used for the sampling frame was obtained from the DoD (Defense Manpower Data Center). 
The database contains the names/addresses of military personnel deployed to the Persian Gulf 
from August 1990 through July 1991, and listing Oregon or Washington as their home state of 
record. The accuracy of the addresses in the DoO database has been determined in the feasibility 
study Arrangements were made with the Department of Veterans Affairs, NIOSH, and IRS to track 
individuals with invalid addresses in the DoD file. A small number of addresses have also been 
obtained from Equifax. 

The survey methodology for year two of the funding period has been developed in consultation with 
Jim Bethel, PhD, Survey Statistician, Westat Inc. Out of approximately 3000 Oregon and SW 
Washington veterans, 1000 will receive questionnaires in 1995-96. Females and veterans in 
specific deployment groups (pre-combat, combat, post-combat) have been over-sampled. The first 
mailing wave to 387 veterans began in November 1995. Respondents to the first mailing wave will 
provide the selection pool from which the cases and controls agreeing to participate in clinical 
testing during the months of January-March 1996 will be drawn. 

The working case working definition determined at the conclusion of the May 1995 Research 
Retreat with advisement from external advisory committee is as follows: 
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be during or after deployment to the Persian Gulf. Symptoms must have persisted for one month or 
longer and have occurred during the three month period preceding the physical examination. 
Muscle/joint pain 

■ Cognitive changes including memory loss, confusion, inability to concentrate, mood swings, 
and/or somnolence. 

■ Diarrhea 

■ Skin or mucous membrane lesions 

■ Unexplained fatigue 

Healthy controls and cases will be identified from responses to the mailed questionnaire. Cases 
and controls will be recruited for the medical workup at the Portland VAMC. Cases and controls 
participating In the clinical workup at the Portland VAMC will also serve as the subjects in Project I 
and II. In the future, subjects for Project IV will also be recruited from the Epidemiology Core 
subjects. Multivariant analyses will be conducted to compare subjects with unexplained illness and 
healthy subjects with respect to exposure to specific environmental factors 
The clinical protocols for the telephone recruitment, histories, physical examination, and testing to 
be completed on cases and controls have been approved by the Institutional Review Boards of 
OHSU and Portland VAMC. 

EXPECTED PRODUCTS (MILESTONES): Definition of associations, and the strength of those 
associations, between exposures and unexplained illness 

STATUS/RESULTS TO DATE; 1. Open-ended veteran interviews have been completed, 
transcribed, and summarized. Information gleaned from the interviews was incorporated in the 
questionnaire content. 

2. Feasibility study completed on 422 randomly selected Oregon veterans in the population to be 
studied Changes in the design have been implemented as a result of the findings: 

A. Compensation of $10 will be given to ail subjects that complete and return the mailed survey 
questionnaire. 

8. The first year of survey mailing will focus on residents of Oregon. Initial mailing will be to 500 
subjects randomly selected within a 50 mile radius of Portland. Subsequent mailings will be done 
to different geographic areas of the state. The final survey sampling will be representative of the 
geographic distribution of all potential subjects in the data base obtained from the DoD. 

C. The mailing of questionnaires to potential subjects in areas outside of Portland will coincide with 
the negotiation of clinic space in VA facilities in outlying areas of the state. This change is 
necessary due to the proportion of subjects in the feasibility study that reported that they would not 
participate in the planned study due to the traveling time to Portland VAMC. 

3. Survey sampling plan for 1995-1996 currently being implemented. Questionnaire returns are 
being scanned for data entry. Incomplete addresses are being tracked. As of August 15,1 996, an 
estimated 700 questionnaires have been mailed to veterans who served in the Persian Gulf war. 

4. Clinical testing of subjects responding to mailed survey began In January 1996. As of August 6, 
1996, 101 subjects have been evaluated in the case-control study. 

PUBLICATIONS Shortridge LA, Joos S. Redmond, Spencer P, Bourdette D. Potential response 
bias in epidemiologic studies of Persian Gulf War veterans: American Journal of 
Public Health (Submitted) 
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Title Psychosocial, Neuropsychological and Neurobehavloral Assessment (Project I) 

Research Focus; Brain & Nervous Research Type; Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Portland 

Study Start Date 10/1/94 Estimated Completion Date 9/30/99 

Project Status Ongoing VA-6A 

Summary 

OVERALL PROJECT OBJECTIVE: To determine if veterans have developed adverse 
neurobehavioral or psychological effects from service in the Persian Gulf War. If so, to determine 
the triggering events, including combat stressors, life stressors, chemical exposures, personality 
disorders, psychological health and motivation to seek compensation 

SPECIFIC AIMS: 1 . Determine whether veterans have psychological or stress-related disorders; 2, 
Determine the existence of a dose-effect relationship between neurobehavioral/psychological 
measures and unexplained illness; 3. Characterize neurobehavioral, neuropsychological, and 
psychosocial deficits in relation to Gulf War unexplained illness and illness associated with previous 
conflicts. 

METHODOLOGY; Project 1 will determine if veterans of Operation Desert Storm (ODS) have 
developed any of a broad range of adverse health effects attributable to triggering events during 
their service in the 1991 Gulf War. The hypothesized triggering events; Combat or life stressors 
and chemical exposures. Potential factors that could contribute or influence the presence of 
adverse health effects will be assessed and entered into the analysis, including personality 
disorders, psychological health, medical conditions, and motivation to seek compensation. 

Each veteran participating in the overall research program will receive a screening assessment with 
a 3-hour battery of 18 psychosocial, neuropsychological, and behavioral performance tests. The 
psychosocial and neuropsychological tests selected for the screening battery required lengthy 
administration times, offered a bewildering array of administration formats requiring individual 
explanation, and were in some cases poorly constructed. They have been implemented in a user- 
friendly and consistent oomputer-administratbn format that does not require individual explanation 
for each test. The entire battery will be piloted in 20-40 veterans to determine timing and 
acceptability of the final series of tests, and to assist in developing criteria/cut-off scores for 
selection of candidates for in-depth neuropsychological testing. 

Based on screening exam performance, 25 "Cases" and 25 "Referents" per year will receive an in- 
depth clinical (neuropsychological) interview to more fully characterize apparent disorders. In 
addition, those initially demonstrating a high level of PTSD will be invited back after 1-2 years to 
repeat the tests to determine PTSD progression. 

Results will be analyzed (a) by skilled clinicians (neuropsychological exam), (b) with multivariate 
techniques adjusted for confounders (neurobehavioral tests), and (c) with principal components 
analysis, logistic hierarchical multiple regression, discriminant function analysis, latent growth 
models analysis, and structural equation modeling to characterize the nature of the psychosocial 
results, 

EXPECTED PRODUCTS (MILESTONES): Develop a predictive model relating the occurrence of 
unexplained illness to exposure factors 

STATUS/RESULTS TO DATE: Twelve valid, reliable psychosocial tests have been selected for 
administration in the 4-year cross-sectional study; 

PTSD EVALUATION: Penn Inventory for PTSD, Mississippi PTSD Scale, PTSD Checklist; 
PSYCHOSOCIAL FACTORS: Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI), 
Substance Abuse Subtle Screen Inventory (SASSI), Life Experience Scale; PERSONALITY 
VULNERABILITY: Positive Affect Negative Affect Scale (PANAS), Minnesota Multiphasic 
Personality Inventory-il (MMPI-II), HEALTH SYMPTOMS: Health Status Questionnaire (SF-36), 
Hopkins Symptom Checklist (SCL-90R), WAR ZONE EXPERIENCE: Combat Exposure Scale, 
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revised (CES-r). 

A common presentation format was developed for the 12 diverse psycholsocial and 
neuropsychological tests in order to improve acceptability and sp^ completion, using Supercard 
software for presentation on a Macintosh laptop computer. The new format includes a spoken test 
administration option (individually selectable and deselectable at any point in testing) which has 
been digitally recorded for inclusion with the test presentation system and options to navigate within 
a test to any question or to repeat the instructions, A training program was also developed to teach 
veterans to complete the questionnaires, and durable external Response Units (developed in a 
separately-funded project) have been connected to the laptop computers on which the tests are 
being presented to up to 8 veteans simultaneously (limited by space limitations). The new testing 
format (HHS) has been employed with 20 veterans and 10 civilians in pilot evaluations of the 
prototype training program. The responses from the test subjects were very positive about the 
testing system, and the mean questionnaire administration time approximated the target of 3 hours 
in a part of that group (Kovera et at. in press 1996). Changes recommended by respondents were 
introduced into the HHS. These tests are administered to all subjects tested by the Program's Core 
unit. 

The neurobehavioral tests employed in this project were selected from the Behavioral Research 
and Assessment System (BARS): ATTENTION, MEMORY, AND LEARNING. Symbol Digit, Digit 
Span (forward and backward). Selective Attention Test, Serial Digit Learning; RESPONSE SPEED 
AND COORDINATION: Tapping, Simple Reaction Time; IMPAIRED MOTIVATION: Portland Digit 
Recognition Test (PDRT). 

Most BARS tests were implemented under other funding to the PI of the project, but the PDRT and 
Tapping tests were prototyped and administered to pilot subjects for this project, including veterans 
involved in the psychosocial tests, above. The duration of testing met the target time of 60 minutes. 
These tests are administered to all subjects tested by the Program's Core unit. The test-retest 
reliability of the 19 tests in the new HSS and BARS computer-implemented formats in the order 
used in this project was assessed in 60 Oregonians during Summer, 1996. 

PUBLICATIONS Kovera CA, Anger K, Campbell KA, Binder LM, Storzbach D. Davis, KL, 

Rohiman DS. Computer-Administration of Questionnaires: A Health Screening 
System (HSS) Developed for Veterans. Neurotoxicology and Teratology (In 
press). 

Anger WK, Kovera CA, Campbell K, Binder L. A Psychosocial and 
Neuropsychological Testing Format: the health screening system. Presentated at 
symposium on computerized behavioral testing of humans in neurotoxicology 
research; Portland, OR, 95 
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Title Clinical and Neuroendocrine Aspects of Fibromyalgia (Project II) 


Research Focus: Immunology 
Agency VA 

Study Start Date 10/1/94 
Project Status Ongoing 


Research Type: Clinical Epidemiology Research 
Study Location VAMC Portland 
Estimated Completion Date 9/30/99 
VA-6B 


Summary 

OVERALL PROJECT OBJECTIVE: Determine the relationship between exposures during the 
Persian Gulf War and the development of fibromyalgia. 

SPECIFIC AIMS: 1 . Screen veterans complaining of fatigue and musculoskeletal symptoms with 
previously developed and validated questionnaires and directed physical examinations to 
determine if fibromyalgia is present. 

2. Correlate the presence or absence of fibromyalgia with possible environmental exposures, as 
determined In the core part of this program, or with neuropsychological factors, as determined In 
Project I: Psychosocial, Neuropsychological and Neurobehavioral Assessment. 

3. Evaluate a smaller group of veterans with fibromyalgia and an age and sex matched group of 
veterans without fibromyalgia, for the neuroendocrine abnormalities described In fibromyalgia. 

4. Repeat the clinical and neuroendocrine testing on the veterans with fibromyalgia (objective 3) 24- 
30 months after initial evaluation. 

METHODOLOGY: Utilizing the cases determined in the case-control/epidemiological study, using 
validated methods, screen cases complaining of musculoskeletal complaints for fibromyalgia and 
controls without symptoms. Perform neuroendocrine testing on both cases and controls. 
EXPECTED PRODUCTS (MILESTONES): 1. Determination of the association between exposure 
to the Persian Gulf War and the development of fibromyalgia; 2. Determine the prevalence of 
neuroendocrine findings in a primarily male sample. 3. Follow ttie course of the 
cllnical/neuroendocrine findings with time. 

STATUS/RESULTS TO DATE: The planning and coordination of the fibromyalgia study and the 
core epidemiological study have taken place in year-one. Andre Barkhuizen MD, Arthritis and 
Rheumatic Disease Fellow, has become the focal clinician responsible for integrating the 
fibromyalgia clinical study into the epidemiological case-control study. In addition to keeping 
abreast with national scientific work in the area of fibromyalgia and PGW veterans; preliminary work 
has consisted of reviewing the Portland Persian Gulf War registry for cases of musculoskeletal 
pain. The prevalence of complaints in the Portland sample is 29.6% compared to the national 
registry prevalence of 13.9% and the DoD Comprehensive Clinical Evaluation Protocol reported 
prevalence of 47%. Results from a pilot population-based survey of 157 veterans eligible for our 
epidemiologic case-control study indicate that the self-reported rates of musculoskeletal pain in 
both female and male subjects are both 38%. Responders to the mailed survey who have 
registered in the PGW registry are two times more likely to report musculoskeletal pain than 
responders who have not registered. 

Investigators have worked closely with the epidemiological core In the development of the Items to 
Include in the survey questionnaire, telephone screening questions, and the history and physical 
examination to be done in the case-control study. Exclusionary diagnoses have been determined. 
The history and physical examination was pretested on three subjects with musculoskeletal pain in 
January 1996. 

Since commencing the Persian Gulf Research Clinic in January 1 996, the majority of subjects 
have been evaluated by a single examiner for rheumatological conditions. A blinded tender point 
examination is performed followed by a full rheumatology history and physical examination. The 
Core laboratory data which include an erythrocyte sedimentation rate, C-reactIve protein, 
antinuclear antibody, rheumatoid factor, hepatitis B. C and human immunodeficiency virus 
serologies, and selected joint radiographs are reviewed at the bimonthly Clinical Case Review 
meeting to arrive at a final rheumatological diagnosis. Thus far 57 of the 80 subjects (71%) 
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admitted to some musculoskeletal complaint on direct questioning In the Persian Gulf Research 
Clinic. The following Is a list of diagnoses (expressed as a percentage of the total clinic sample): 
mechanical backache 36%, myofascial pain 16%, fibromyalgia 14%, osteoarthritis 6%, 
tendinitis/bursitis 6%, hypetmobility 5%, patellofemoral syndrome 3%, overuse syndrome 3%, 
inflammatory backache 3% and primary Raynaud's syndrome 1%. Only one subject had an 
inflammatory condition (a spondyloarthropathy). In 22 subjects (28%) two and occasionally three 
rheumatological diagnoses were made. In 10 male subjects (13%) with widespread 
musculoskeletal complaints no clear diagnosis could be made. The majority of subjects with 
musculoskeletal complaints were on no treatment and were in full-time employment. 

In the majority of subjects the rheumatological laboratory Investigations were normal. Two subjects 
had a positive antinuclear antibody (titer 1:80 and 1 :320) without features of systemic lupus 
erythematosus. One subject without rheumatological complaints had a positive rheumatoid factor 
(titer 1:10). No subject had an elevated erythrocyte sedimentation rate or detectable C-reactive 
protein. 

The second component of Project II entails the study of the neuroendocrine axis of the Persian Gulf 
veterans. All subjects attending the Persian Gulf Research Clinic are screened using the serum 
Insulin-like Growth Factor-I (IGF-1) and Insulin-like Growth Factor Binding Protein 3 (IGFBP3) 
levels. This has previously been shown to be reduced in 1/3 of patients with fibromyalgia. In the 
current study approximately one-third of the Gulf War veterans with fibromyalgia have low levels of 
IGF-1 . Two of the 9 subjects with unexplained muscle and joint pain also have low IGF-1 levels. 
Further analysis of IGF-1 levels in asymptomatic veterans and those In the other “case" categories 
will be performed once sufficient numbers are reached. 

The final component of the study Involves evaluating changes in the neuroendocrine axis of 
subjects and will commence In August 1996. Twenty cases of fibromyalgia with low IGF-1 levels 
and twenty control subjects with normal IGF-1 levels will be admitted over the next 2 years for an in- 
depth study of their hypothalamic-pitultary-growth hormone and hypothalamic- pituitary-adrenal 
axis. The study protocol has been approved by a peer review committee of the Clinical Research 
Center - a dedicated research facility at the Oregon Health Sciences University, which is funded 
and regularly reviewed by scientists and clinicians from the National Institutes of Health. The 
laboratories of the Clinical Research Center and Oregon Graduate Institute will perform one-half 
hourly cortisol and growth hormone levels, a 24 hour cortisol production rate and two growth 
hormone stimulation tests. This will enable the research team to objectively document an altered 
neuroendocrine stress response and adult growth hormone deficiency in the symptomatic veterans. 
The altered neuroendocrine stress response will be correlated with the neuropsychological profile 
and particularly the stress scores collected by Project I. Finally, the stress response will be 
correlated with exposure to the various environmental agents and the deployment periods of the 
veterans, which Is currently being collected in the Core epidemiology component of the study. 
PUBLICATIONS Burckhardt CS, Clark SR, Campbell SM, O'Reilly CA, Bennet RM. Events and 
co-morbidities associated with the onset of fibromyalgia. Presented at the 
International Myoplan Meeting '95' San Antonio, Texas July 30-August 3, 1995. 
Clark SR, Burckhardt CS, Bennett RM. Fibromyalgia patients improve oxygen 
consumption and pain score during a three month program of aerobic exercise. 
Presented at the International Myoplan Meeting '95' San Antonio. Texas July 30- 
August 3, 1995. 

Bennett RM. "The Fibromyalgia Syndrome" in Textbook of Rheumatology, 5th 
Edition, Ed, J. Kelly, Harris. Ruddly and Sledge. Ed. DL Goldenberg (In Press). 


Persian Gulf Veterans' Illnesses Research Database - Project No VA-6B 


A-83 




187 


Title Neurotoxicity of Environmental Pollutants and Warfare Agents (Project III) 

Research Focus: Pyridostigmine Bromide Research Type: Basic Research 
Agency VA Study Location VAMC Portland 

Study Start Date 10/1/94 Estimated Completion Date 9/30/99 

Project Status Ongoing VA-6C 

Summary 

OVERALL PROJECT OBJECTIVE: To evaluate the neurotoxic potential of a group of hydrocarbon 
solvents and the effects on cholinergic neurons of long-term exposure to pyridostigmine bromide 
(PB). 

SPECIFIC AIMS: 1 . To evaluate effects of pyridostigmine bromide (PS) on cholinergic function in 
cerebellar and spinal cord explants. 2. To identify the cellular targets of neurotoxic hydrocarbon 
solvents. 3. To examine the relationship between the chromogenic and neurotoxic properties of 
selected organic solvents. 

METHODOLOGY: Spinal cord-dorsal root ganglia (DRG)-muscle cultures derived from fetal mice 
are used to study to effects of chronic and acute exposure to pyridostigmine on cholinergic 
function. Cerebellar cultures derived from newborn mice are used to study the relationship between 
chromogenic and neurotoxic properties of a group of monocyclic and dicyclic hydrocarbon solvents 
The substances to which cultures will be chronically exposed are directly incorporated into the 
culture medium. The dosage and duration of exposure to pyridostigmine and each of the solvents 
will be experimentally determined. 

Morphological Analyses; Control and treated explant cultures will be stained with thionin (for Nissi 
substance). This stain allows the evaluation of the various neuronal cell groups present in explant 
cultures by light microscopy. Central and peripheral myelination can be readily examined in the 
living state using bright field optics. Immunohistochemical staining will be used to Identify 
alterations of specific neural components (neurofilaments, calbindin), neurotransmitters (choline 
acetyltransferase, acetylcholinesterase) and supportive glial cells (glial fibrillary acidic protein) 
induced by neurotoxic compounds. Synaptic changes will be elucidated by electron microscopy. 
Electrophysiology; In spinal cord-DRG-muscle explants, extracellular electrodes are used to record 
dorsal horn, ventral horn and muscle responses evoked by extracellular stimulation of dorsal and 
ventral roots. In cerebellar cultures, neurons develop spontaneous activity as they mature in vitro. 
Extracellular recordings are used to obtain single unit discharge rates and, in combination with 
extracellular stimulation, are used to assess the efficacy of excitatory and inhibitory synaptic 
circuitry. Intracellular electrodes are used to study the active and passive properties of individual 
neurons (motorneurons in the spinal cord cultures and Purkinje cells in cerebellar cultures) and 
their synaptic responses to afferent stimulation. 

Data Analysis, The statistical significance of quantitative data will be evaluated by one way analysis 
of variance (ANOVA) for each treatment followed by the Tukey HSD (honestly significant 
difference) test for multiple comparisons, if the data are normally distributed and have equal 
variances. If die data do not follow a normal distribution, then the nonparametric Krustal-Wallis test 
followed by a Mann-Whitney U test will be used for statistical analysis. All statistical evaluation will 
be done using Systat computer software (SPPS Inc., VA). 

EXPECTED PRODUCTS (MILESTONES): Electrophysiological and morphological 
characterization of the cellular neurotoxicity of selected hydrocarbon solvents and pyridostigmine 
bromide 

STATUS/RESULTS TO DATE: Early results have shown that acute application of PB to spinal 
cord explants co-cultured with skeletal muscle enhances muscle contractions. This effect is 
consistent with PB inhibition of acetylcholinesterase and greater availability of acetylcholine at the 
neuromuscular junction. Long-term exposure of spinal cord explants co-cultured with skeletal 
muscle causes a progressive decrease of muscle contractions and sensitivity to acetylcholine 
Additional morphological and electrophysiological studies are in progress to examine effects of long 
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term exposure to PB on the neuromuscular junction. Experiments to evaluate the neurotoxic 
potential of the bromide anion using the same in vitro preparation are also in progress. To date, no 
noticeable changes in neuromuscular function have been observed following long term exposure (2 
weeks) to 10-6 M sodium bromide. 

PUBLICATIONS Drake-Baumann, R. and F.J. Seil. (1996) Effect of long term anticholinesterase 
exposure on neuromuscular function in vitro Soc Neuroscience Abst, (in press). 
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Title DNA Damage from Chemical Agents and Its Repair (Project IV) 


Research Focus: Environmental 
Toxicology 


Agency VA 

Study Stan Date 10/1/94 
Project Status Ongoing 


Research Type: Basic Research 

Study Location VAMC Portland 
Estimated Completion Date 9/30/99 
VA-6D 


Summary 

OVERALL PROJECT OBJECTIVE: Determine the long-term consequences of genotoxin exposure 
on the nervous system of veterans. Of specific interest are nitrogen mustards — used here as 
surrogates for sulture mustard chemical warfare agents. 

SPECIFIC AIMS. 1. Determine the type and quantity of specific DNA adducts and the capacity to 
repair these adducts in control and nitrogen mustard (NH2) treated genomic DNA isolated from 
normal human skin and brain; 2. Determine the type and quantity of specific DNA adducts and the 
capacity to repair these adducts in genomic DNA isolated from mouse cerebral cortex cultures 
treated with NH2; 3. Assess the relationship between DNA damage, DNA repair and cell 
degeneration in mouse cerebral cortex cultures treated with nitrogen mustard (NH2); 4. Compare 
and contrast DNA damage. DNA repair and cytotoxicity in primary neuronal and primary glial 
cultures treated with nitrogen mustard (NH2). 

METHODOLOGY; Human skin and murine cortical explant cultures will be used to determine the 
effect of nitrogen mustard (mechlorethamine, NH2) on genomic DNA. Human skin and mouse 
cortical explants will be treated for up to 4 days with NH2, genomic DNA isolated from control and 
treated explant tissue, and the DNA analyzed for adducts by 32P-postlabeling For comparative 
purposes, different nervous tissue cell types (neurons, astrocytes) will be treated with NH2 to 
determine the relative sensitivity (DNA damage, cytotoxicity) of specific cells to NH2 in the nervous 
system. Findings from these studies will be important for establishing a possible relationship 
between DNA damage, genotoxin exposure and cytotoxicity of nervous tissue. 

EXPECTED PRODUCTS (MILESTONES); 1. We will know whether veterans from the Gulf War 
have been exposed to chemical agents based upon comparisons between skin tissue obtained 
from Gulf War veterans and military personnel not engaged in active duty (Biomarkers of previous 
exposure to a genotoxin); 2. The health status of veterans with regard to their DNA repair profile 
(protein levels and activity); 3. If chemical warfare agents can induce long-term damage to nervous 
tissue and produce a spectrum of behavioral symptoms much like those experienced by Gulf War 
veterans. 

STATUS/RESULTS TO DATE: Viability Studies - In vitro cytotoxicity studies were begun to 
determine if CNS ceil types are differentially sensitive to mustards (NH2). Primary rat cortical 
astrocyte cultures were treated with various concentrations of mechlorethanamine (NH2). Initial 
studies indicated that NH2 was toxic to astrocyte cultures (80% confluency) at concentrations > 50 
pM for 1h. In contrast, brief exposure (30 min) of astrocyte cultures to 100 pM NH2 media and 
replacement with control media resulted in minimal damage to astrocytes after 24 h. Lower 
concentrations of NH2 (0.1 -1.0 pM) for 24 h produced minimal damage to astrocytes following 
incubation of treated cultures with the vital fluorochrome dyes propidium iodide and rhodamine 123 
and examined for cytotoxicity by fluorescent microscopy. Astrocytes were more sensitive to low 
concentrations of NH2 than human melanoma cells and murine lymphoid cells; 

As of August 1 996, we have 1 ) Began study of the response of rat glial cells to nitrogen mustard. 
Cells proved to be less sensitive to mechlorethamine than human melanoma or murine lymphoid 
cell lines. 2) Detection of DNA adduct 06-melhylguanine by immunocytochemical and mass 
spectrometric techniques. 3) Developed assay for alkyl guanine transferase, a specific repair 
protein for one type of DNA damage. 4) Probed rat brain for DNA-repair protein levels and activity 
following treatment with nitrogen mustard. 5) Developed assays for measuring the predominant 
nitrogen mustard-induced DNA adduct (N7-hydroxyethyl guanine, a monofunctional adduct) and 
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cross-links (difunctional adducts). Obtained authentic N7-hydroxyethyl guanine adduct from Dr 
Mark Marino of Walter Reed Hospital to measure this adduct by chromatographic methods, 6) 
Examined the acute (24 h) and long-term (7 day) cytotoxic effect of nitrogen mustard on human 
skin tissue (SKIN2). HN2 is acutely toxic to human skin tissue at high concentrations but extensive 
tissue damage can be induced by concentrations that are 1/10 or 1/100 of the acute dose when 
tissue is exposed for long periods of time. 7) APE expression (levels and activity) in neuronal and 
human skin cultures is modulated by HN2 APE levels increased in HN2-treated rodent neuronal 
cultures (non-dividing cells) while APE levels decreased in human neuronal cultures (dividing cells). 
APE activity increased in HN2-treated human skin cultures (actively dividing cells). Altered levels 
and activity of APE may be an indication of HN2-induced DNA damage 
PUBLICATIONS Kisby GE, Sweatt, Spencer PS (1995) Role of DNA repair in protecting mature 
nervous tissue from DNA damage. J Cell Biochem 21 A, 348. 
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Title Desert Storm Reunion Survey 

Research Focus: Brain & Nervous 
System 


Agency VA 

Study Start Date 4/1/91 

Project Status Complete 


Research Type: Clinical Epidemiology Research 

Study Location VAMC Boston 
Estimated Completion Date 9/30/95 
VA-7 


Summary 

OVERALL PROJECT OBJECTIVE: The Ft. Devens ODS Reunion Survey represents a 
longitudinal assessment of readjustment of Persian Gulf War veterans returning through Ft. 

Devens, Massachusetts following their return from the Gulf region. 

SPECIFIC AIMS: 1 . Describe troop demographics of the Ft. Devens cohort of Persian Gulf War 
veterans. 

2. Examine, both cross-sectionally and longitudinally, family and unit support factors, war-zone 
exposure, PTSD and pyschological distress symptomatology in these veterans 

3. Examine physical health status at Time 2 and explore potential risk factors important in the 
development of adverse physical health after return from a wartime environment, 

METHODOLOGY: Subjects were recruited from a group of appoximately 5000 Persian Gulf War 
veterans who returned home through Ft. Devens. Massachusetts after the Gulf War. The survey at 
Time 1 constituted a broad range of demographic questions accompanied by an assessment of 
Post-Traumatic Stress Disorder (PTSD) symptomatology (Mississippi Scale for Combat-related 
PTSD; Keane, Cadell & Taylor, 1988), general psychological well-being (Brief Symptom Inventory. 
BSI; Derogatis & Melisaratos, 1983), and combat exposure (Gallops, Laufer & Yager 1981; 
Rosenheck, 1 992), along with queries of other relevant domains including change in work status, 
current family and social functioning, and post-deployment major life stressors (e g., death of a 
loved one, separation or divorce, loss of property, physical or sexual assault) and at Time 2, 
additional questions were added to further assess psychological health and physical health 
symptoms. Individual health symptoms were assessed using the 20-item Health Symptom 
Checklist (Bartone et al,, 1989) which asked subjects to indicate the presence and frequency of 
symptoms over the past several weeks using Likert-type ratings (0=none, 1=a little, 2=oflen, 3=very 
often). In addition, subjects were asked to rate their current physical and psychological health 
separately (‘poor’, ‘fair’, ‘good’, 'very good’ or ‘excellent’) as well as to rate changes in their physical 
and psychological health since return from the Persian Gulf (‘much worse’, 'worse', same', better’ 
or ‘much better'), 

EXPECTED PRODUCTS (MILESTONES): Data from this investigation is expected to provide an 
important opportunity to examine patterns of readjustment and the factors that contribute to the 
changes in the years soon after return from a wartime environment. Results from analyses of Time 
1 and Time 2 collected data have been published. Publications in progress include evaluation of 
reported health symptoms by this cohort of Persian Gulf War veterans at Time 2, examination of 
reported sexual harassment by the women surveyed, and a longitudinal assessment of PTSD and 
psychological symptomatology between Time 1 and Time 2. 

STATUS/RESULTS TO DATE: Over 84 U S. Army units (n-2949) were surveyed immediately 
upon their return to Ft. Devens, Massachusetts (Time 1) between April and July 1991. Persons 
tested at Time 1 represented approximately 60% of the troops that were deployed to the Gulf from 
that base, and comparisons between this sample and data available for the Ft. Devens military 
population at large indicate that survey respondents are generally representative of the base's 
military population. Examination of nonparticipants al Time 1 indrcated random absences for 
administrative and medical purposes. The original cohort contained 2.709 men and 240 women 
with a mean age of 30.2 years (SD = 8,6) and 1 3.2 years of education (SD = 1 8). The majority of 
troops were Caucasian (87.4%) and reservists (52.2% National Guard; 19.9% Army reservists; 
27.9% active duty). Active duty troops had more black members and were significantly younger in 
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age compared to Guard and Reserve Troops. Overall, veterans in the original cohort do not fully 
reflect military assignments or ethnic and gender compositions of the total U.S. Army or Gulf force 
(U.S. Government Accounting Office. 1992; communication with Defense Manpower Data Center). 
Consistent with the Ft. Devens' mission, a higher than average proportion of the original sample 
had combat support and senrice support positions during the war, rather than active combat roles. 
Approximately 18-24 months after initial testing, veterans were resurveyed (Time 2) to reevaluate 
their adjustment. This survey repeated all Time 1 measures and queried other relevant domains 
including work status, family and social functioning, health status, health service use, and 
inten/ening life stressors. In the majority of cases, the Time 2 survey was readministered in 
persons during weekend unit drills. Persons in units that could not be scheduled in a timely fashion 
were resurveyed using an identical questionnaire sent through the mail. A total of 2,313 persons 
successfully completed the Time 2 survey (2,119 men, 194 women; Wolfe et al., 1993), yielding an 
overall response rate of 78%. Analyses of these data show no significant Time 1 differences 
between Time 2 respondents and non-respondents on most background or outcome measures 
(e g., educational level, PTSD symptomatology). However, individuals who did not complete the 
Time 2 reevaluation were more likely to be younger and on active duty status. Based on veterans' 
verbal and written comments concerning their health status at Time 2, the Time 3 investigation 
(now Project #1 of the Boston Environmental Hazards Center) was designed to reexamine overall 
adjustment with a special emphasis on physical health and psychological status and to evaluate 
cognitive functioning by neuropsychological test methods on a subset of the larger cohort. 
PUBLICATIONS Wolfe J. Preliminary report of reunion survey on Desert Storm returnees. In. R. 

Rosenheok, et al. (eds.). War-zone stress among returning Persian Gulf troops; 
A preliminary report. Legislative report to Congress. 1991. 

Wolfe J, Kelley JM, Buscela ML, Mark WR. Ft, Devens Reunion Survey; Report 
of Phase I. In R. Rosenheok et al. (eds ), War-zone stress among returning 
Persian Gulf troops: Final Report. Legislative report to Congress. 1992. 

Wolfe J, Brown PJ, Kelley JM. Reformulating war stress: Exposure and the 
Persian Gulf War. Journal of Social Issues, 49, 15-31. 1993. 


Persian Gulf Veterans' Illnesses Research Database - Project No VA-7 


A-89 




193 


Title Psychological Test Data of Gulf War Veterans Over Time 

Research Focus; Brain & Nervous Research Type: Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Mountain Home 

Study Start Date 7/9/91 Estimated Completion Date 3/30/97 

Project Status Ongoing VA-8 

Summary 

OVERALL PROJECT OBJECTIVE: (1) To learn more about reactions to combat exposure, stress, 
and Persian Gulf War-related health concerns, (2) exploration of the relationships among 
symptoms, demographic variables and veterans' psychological status, (3) to provide intervention, 
education, and support to Gulf War veterans by providing a) general information about reactions to 
combat/desert duty, and b) opportunities for individual discussion of experiences and current 
physical health, (4) administration of standardized psychological questionnaires and instruments, 
and (5) referral to VA and other community sen/ices available for health and other related concerns. 
SPECIFIC AIMS: To learn more about psychological stress and physical symptoms experienced by 
Persian Gulf War veterans. 

METHODOLOGY: Initially evaluated .66 gulf War Marine reservists on a number of psychological 
instruments within 5 months of Operation Desert Storm using the Mississippi Scale for Desert 
Storm War Zone Personnel, MMPI-2, Impact of Event Scale, War Stress Inventory-Operation 
Desert Storm Version, Rorschach test evaluation of DSM-lll-R criteria for post-traumatic stress and 
post-traumatic stress disorder (PTSD). At one year follow-up, the MMPI-2 and Impact of Event 
Scale were collected on a sub-sample of these Gulf War veterans. At 3-year follow-up, all of the 
original measures, plus a physical symptom questionnaire selected questions from the Persian Gulf 
Registry Code Sheet and The Hand Test, were administered to a sub-sample of the original group 
and a control group of Marine Reservists from the same unit who had never been stationed outside 
of the U.S. Statistical analyses employed in this study included correlation, paired and independent 
t-tests, ANCOVA, MANCOVA, discriminant analysis, stepwise discriminant analysis, and repeated 
measure design ANOVA. Currently, volunteers referred for psychological and neuropsychological 
evaluation will complete all the measures listed above, the Halstead-Reitan Neuropsychological 
Test Battery, and questions related to disability status. 

EXPECTED OUTCOMES: Assess the utility of psychological Instruments in the detection of war- 
zone stress reactions. Instrument variables associated with response to stressors are expected to 
be related to DSM-lll-R criteria for post-traumatic stress and PTSD. 

STATUS/RESULTS TO DATE: The project is currently ongoing, the sample size is increasing and 
data are being collected. Results to date show differences over time between the initial evaluation 
data and follow-up, and between initial evaluation and control group on selected variables 
associated acute distress, and capacity for coping. Findings are being analyzed in relation to the 
assessment, understanding, and treatment of post-traumatic stress symptomology of PTSD, 
PUBLICATIONS Sloan P, Arsenault L, Hilsenroth M, Harvill L, Handler L. (1995). Rorschach 
measures of post-traumatic stress in Persian Gulf War veterans. Journal of 
Personality Assessment, 64, 397-414 

Sloan P, Arsenault L, Hilsenroth M. Harvill L, Handler L. (1996). Rorschach 
measures of post-traumatic stress in Persian Gulf War veterans: A 3-year follow- 
up study. Journal of Personality Assessment, 66(1), 54-64, 

Sloan P, Arsenault L, Hilsenroth M, Harvill L. (1996). Assessment of non- 
combat, war-related post-traumatic stress symptomatology: validity of the PK, 

PS, and lES Scales. Assessment, (3)1, 37-41. 
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Title Evaluation of Cognitive Functioning in Persian Gulf War Veterans Reporting War-related 
Health Problems 


Research Focus: Brain & Nervous 
System 


Agency VA 

Study Start Date 4/1/94 

Project Status Completed 


Research Type: Clinical Epidemiology Research 

Study Location VAMC New Orleans 
Estimated Completion Date 9/30/95 
VA-9 


Summary 

OVERALL PROJECT OBJECTIVE: Addressing a topic of timeliness and importance, this project 
evaluated cognitive and psychosocial functioning among Operation Desert Storm (ODS) veterans 
who experienced health problems and physical symptoms following return from the Persian Gulf 
War zone. The primary objective of the project is to explore environmental, neurotoxic, and 
psychological correlates of health complaints among these veterans. 

SPECIFIC AIMS: The project examined potential differences between veterans reporting high 
levels of health concern and those reporting low levels of concern on measures of psychological 
well-being, psychopathology, environmental exposure to toxins and adverse environmental events 
In the war-zone and prior to war-zone duty, and neuropsychological functioning. 

METHODOLOGY: Conducted in cooperation with a research team of psychologists working at the 
Boston VAMC, study design incorporated a local sample of 78 Persian Gulf returnees who were 
divided into high and low health concern subsets on the basis of self-reported health status. 
Participants undenwent a clinical diagnostic evaluation that includes administration of an 
environmental exposure Intenriew; a structured psychodiagnostic interview; a battery of 
neuropsychological tests selected for their specificity and sensitivity to neurotoxicity and emotional 
and motivational factors; and self-report inventories assessing mood, emotional well-being, PTSD 
symptomatology, combat exposure, and physical symptoms. Statistical analysis incorporated a 
multivariate analysis of variance approach, comparing the two health concern subgroups from both 
sites on measures of environmental exposure, psychological and neuropsychological functioning, 
and physical symptoms. 

EXPECTED PRODUCTS (MILESTONES): Given current interest in the multiple, yet inadequately 
diagnosed or explained health problems and symptoms reported by sizable subsets of returnees 
from the Persian Gulf War, this project will have direct relevance to health care delivery in the VA 
system nationwide. Study results will be pertinent to development of appropriate clinical diagnostic 
and treatment services for Persian Gulf returnees and veterans of more recent military operations 
and objective evaluation of veteran disability and compensation claims in the VA system. 
STATUS/RESULTS TO DATE: Data collection at New Orleans site has been completed. All data 
have been forwarded to the Boston site for multi-site statistical analysis 
PUBLICATIONS none to date 
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Title Memory and Attention in PTSD 

Research Focus: Brain & Nervous Research Type; Ciinical Epidemiology Research 

System 

Agency VA Study Location VAMC New Orieans 

Study Start Date 2/1/94 Estimated Completion Date 9/30/98 

Project Status Ongoing VA-10 

Summary 

OVERALL PROJECT OBJECTIVE: Clinical reports have documented that as mahy as 67-100% of 
veterans undergoing treatment for war-related post-traumatic stress disorder (PTSD) exhibit deficits 
in memory and concentration. This project seeks to address the common and potentially debilitating 
problems of impaired learning, memory, and attention functions reported by veterans suffering 
PTSD. 

SPECiFIC AiMS: incorporating two separate investigations, this research appiies a comprehensive 
assessment protocol that includes evaluation of psychopathoiogy and neuropsychoiogical 
functioning in veterans of Vietnam and a younger cohort of Persian Guif returnees. In particular, the 
project will provide in-depth description and analysis of iearning, memory, and attention functioning 
among these veterans. 

METHODOLOGY: Within each study, comparisons of neuropsychoiogicai performances are 
conducted between community-recruited groups of veterans with PTSD diagnoses related to war- 
zone duty, veterans with diagnoses of depression, and veterans found to be free of 
psychopathology. Psychopathology is assessed with structured ciinical interview and seif-report 
inventories. Attention, learning, memory, and other cognitive processes are assessed with 
standardized neuropsychoiogical assessment instruments. Data analysis, conducted separateiy for 
the two cohorts, are accomplished using a multivariate of analysis approach. 

EXPECTED PRODUCTS (MILESTONES): Because problems with attention, iearning, memory, 
and other cognitive functions can dramaticaiiy disrupt sociai and occupational functioning, as well 
as hinder treatment efforts of war-reiated stress and other disorders, studies of neuropsychoiogicai 
sequeiae to war trauma are pivotal to understanding the complex behavioral and emotional 
expression of PTSD, to delivery of appropriate, effective treatment interventions to these veterans, 
and to expioring iong-term psychosociai outcomes in veterans suffering PTSD and served by the 
VA system. 

STATUS/RESULTS TO DATE: To date, this newly funded research has been conducted on a 
sampie of 95 Persian Gulf returnees. Findings reveal that in comparison to psychopathology-free 
veterans, veterans diagnosed with PTSD performed significantly more poorly on verbal intellectual 
tasks including those tasks thought to predict premorbid functioning. Results suggest that 
intellectual resources, particularly verbal skills, may buffer development of stress-related 
psychopathology following trauma exposure. Analysis of crsgnitive data reveal specific deficits in 
sustained attention, working memory, initial acquisition of new material, and resistance to 
retroactive interference. Collection of data with Vietnam veterans is ongoing. 

PUBLICATIONS none to date 
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Title Neuropsychological Functioning in Veterans 


Research Focus: Brain & Nervous 
System 


Agency VA 

Study Start Date 2/1/92 

Project Status Complete 


Research Type: Clinical Epidemiology Research 

Study Location VAMC New Orleans 
Estimated Completion Date 3/1/95 
VA-11 


Summary 

OVERALL PROJECT OBJECTIVE: Complaints of impaired memory and concentration among 
veterans seeking treatment for post-traumatic stress disorder (PTSD) highlight the importance of 
systematic evaluation of these cognitive functions among PTSD-diagnosed veterans. The primary 
objective of this project was to collect pilot data regarding learning, memory, and attention 
functioning in Persian Gulf returnees reporting PTSD symptomatology. 

SPECIFIC AIMS: The specific aim of this project was to compare learning, memory, and attention 
performances In samples of Persian Gulf returnees with and without diagnoses of PTSD. 
METHODOLOGY: Subjects were 15 Persian Gulf War zone veterans diagnosed with military- 
related PTSD and 27 Persian Gulf War zone veterans found to be free of any PTSD 
symptomatology. All subjects undenwent structured psychiatric Interview and neuropsychological 
assessment using a brief screening battery designed to emphasize attention, learning, and memory 
functioning. Statistical analyses included a series of univariate analyses of variance (ANOVAs) and 
univariate analyses of covariance (ANCOVAs) using vocabulary performance as a covariate to 
compare the two samples on demographic variables and dependent measures of cognitive 
functioning. 

EXPECTED PRODUCTS (MILESTONES): Results of this project impact potentially on 
comprehensive assessment and treatment senrices provided to PTSD-diagnosed Persian Gulf War 
zone veterans. 

STATUS/RESULTS TO DATE. Veterans in the PTSD sample were on average older, less 
educated, and performed more poorly on a vocabulary task used as an estimate of premorbid 
intellectual sophistication than veterans in the comparison sample. Comparisons of group 
performances on the neuropsychological tasks revealed that the PTSD sample performed more 
poorly than the comparison sample on measures of simple and complex attention and word 
retrieval. When differences in estimated native intellectual skills were controlled for statistically by 
the inclusion of vocabulary performance as a covariate in a series of ANCOVAs, no significant 
differences between groups emerged on any of the attention or memory measures. That the effects 
of PTSD on attention and memory functions could not be parceled out from those attributable to 
such factors as lower levels of education and premorbid intellectual sophistication does not negate 
the clinical significance of study findings. Results of this exploratory pilot project complement 
previous research suggesting that higher levels of education and intellectual functioning may buffer 
the impact of trauma on the development of subsequent stress-related psychopathology This 
phase of the project is complete and has led to the development of a more refined and 
comprehensive neuropsychological protocol to be administered to a larger sample of Persian Gulf 
veterans. 


PUBLICATIONS Vasterling JJ, Root L, Brailey K, Uddo M, Sutker PB. Attention and Memory 
performances in post-traumatic stress disorder. Paper presented at 22nd 
Annual Meeting of the Internat. Neuropsychological Society. Cincinnati, OH, 
February 1994 
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Title Psychological Assessment of Operation Desert Storm Returnees 


Research Focus: Brain & Nervous 
System 


Agency VA 

Study Start Date 8/1/91 

Project Status Ongoing 


Research Type: Clinical Epidemiology Research 

Study Location VAMC New Orleans 
Estimated Completion Date 9/1/97 
VA-12 


Summary 

OVERALL PROJECT OBJECTIVE: This research was designed to determine the psychological 
sequelae to war-zone exposure among troops who served in the Persian Gulf during Operation 
Desert Storm (ODS) compared to troops who were activated during ODS but not deployed to the 
Persian Gulf. 

SPECIFIC AIMS: Objectives of this project are to conduct comprehensive psychological 
assessments and debriefings among the masses of troops mobilized in support of ODS; identify 
psychological, somatic, and cognitive symptoms and mental disorders, both early and persistent, 
that are associated with Persian Gulf war-zone exposure: and explore person resource and 
environment factors that may differentiate Persian Gulf-deployed troops exhibiting war related 
psychopathology from troops found to be free of psychological disturbances. 

METHODOLOGY: Comprehensive psychological assessments were conducted with non treatment 
seeking troops who served in the Persian Gulf and a comparison sample of troops from the same 
military units who were activated during ODS but not deployed to the Persian Gulf, Follow up 
assessments continue for up to five years to assess psychological status over time and ongoing 
symptomatology. The subject sample to date includes 1520 military personnel mobilized in support 
of ODS, including 517 Louisiana National Guard and 1003 Marine, Army, Air Force, and Navy 
Reserve troops, 1 94 of whom were members of Quartermaster units assigned graves registration 
duties. Subjects reported an average age of 29 years at time of initial assessment and completed 
an average of 1 3 years of formal education. The percentage of African American and other 
minority troops was 43%, and 14% were women. An assessment battery tapping domains of 
personal resources, stressor characteristics, negative mood states and traits, psychiatric and 
physical symptoms, and symptoms of posttraumatic stress disorder (PTSD) was administered in 
regularly scheduled drill exercises at 6, 8. and 12 months following ODS and at one year follow up 
intervals. An individually administered comprehensive structured clinical diagnostic interview was 
conducted with a subset of graves registration troops judged to be at high risk for negative 
psychological sequelae because of their gruesome Persian Gulf body handling duties. Data analytic 
strategies for continuous variables included multivariate and univariate analyses of variance, with 
repeated measures where indicated, and stepwise discriminant function analyses. Chi square 
analyses were conducted for categorical variables. 

EXPECTED PRODUCTS (MILESTONES): By establishing prevalence estimates for negative 
sequelae to war-zone duty, identifying troops at high risk for development of war zone related 
psychopathology, and determining factors associated with increased psychological vulnerability to 
war zone service, results have implications for development of more effective and efficient 
strategies and procedures for military training and preparing troops for war zone exposure, 
conducting debriefing exercises to facilitate community reentry following war zone service, and 
providing mental health treatment Interventions specific to war zone related psychopathology. 
STATUS/RESULTS TO DATE: The project is ongoing, with follow up assessments planned for five 
years following initial evaluation and debriefing. Comparisons of data collected upon initial 
assessment among 876 war zone deployed and 396 non war zone deployed troops showed that 
troops exposed to war zone duty reported higher levels of depression, anxiety, and somatic 
preoccupations than did the non war zone deployed sample. Specifically, 23% of the war zone 
deployed sample showed at least mild levels of clinical depression, and 14% met criteria for PTSD 
measured by paper and pencil instruments. War zone troops complained more often of somatic 
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discomfort than did non war zone troops, citing headaches (22% versus 13%), general aches and 
pains (20% versus 13%), lackof energy (18% versus 12%). sleep disturbances (17% versus 10%), 
and common cold or flu (16% versus 1 1 %). 

Troops who served in the Persian Gulf described more mental health symptoms as war zone stress 
severity increased, and symptom expression among 349 war zone troops increased over a 1 year 
follow up interval on measures of depression, anxiety, anger, physical distress symptoms, and 
PTSD. Among those who served in the Persian Gulf war zone, ethnic minority troops were more 
frequency assigned PTSD diagnoses Bian were their white counterparts; however, women did not 
evidence greater vulnerability to negative psychological sequelae to war zone exposure than men. 
War zone related PTSD diagnoses were associated with low levels of the personality hardiness 
dimension of commitment, reliance on avoidance as a coping mechanism, low perceived family 
cohesion, and low satisfaction with available social supports. 

Comprehensive structured clinical diagnostic intenriews were administered to a subset of troops 
judged to be at high risk for negative psychological outcomes to war zone trauma by virtue of 
particularly gruesome war-zone assignments, i.e., graves registration or body handling duties, 
during the Persian Gulf War. Among 24 Louisiana based troops of the 630th Quartermaster 
Company who performed Persian Gulf graves registration duties, prevalence of current PTSD was 
found to be 46%, and rates of comorbid disorders among troops assigned PTSD diagnoses 
included major depression (55%). alcohol abuse/dependence (27%), depressive disorder NOS 
(18%), and simple phobia (S%). Findings were replicated and extended by assessments conducted 
among the Puerto Rico based 246th Quartermaster Battalion with subsequent comparisons of 40 
troops who performed graves registration duties in the Persian Gulf to 20 similarly trained troops 
who were not deployed to the Persian Gulf and who had no ODS graves registration exposure. 
Diagnoses of current PTSD were found in 48% of war zone deployed troops; whereas, none of the 
non war zone deployed troops met PTSD criteria. Low rates of pre-ODS deployment psychiatric 
disorders were found in both subsets of troops. Current comorbid diagnoses among troops who 
met criteria for PTSD included depressive disorder (37%), alcohol dependence (21 %), other 
anxiety disorder (5%), and polysubstance dependence (5%). One year fbllow-up assessments 
were completed with 1 7 troops of the 630th Quartermaster Company who were assigned Persian 
Gulf graves registration duties, and 47% met criteria for current PTSD. Of the 26 troops of the 
246th Quartermaster Battalion who performed war zone graves registration duties and completed 
follow up assessment. 38% evidenced current PTSD. Thus, 42% of troops assessed at follow up 
were classified as positive for PTSD two years after war zone service. 

PUBLICATIONS Sutker PB, Uddo M, Brailey K, Allain AN. War-zone trauma and stress-related 
symptoms in Operation Desert Storm/Shield (ODS) returnees. Journal of Social 
Issues, 49(4), 33-49, 1993. 

Sutker P, Uddo M, Brailey K, Allain A, Errera P. Psychological symptoms and 
psychiatric diagnoses in Operation Desert Storm troops serving graves 
registration duty. Journal of Traumatic Stress, 7, 159-171, 1994. 

Sutker P, Uddo M, Brailey K, Vasteriing J Psychopathology in war-zone 
deployed and nondeployed Operation Desert Storm troops assigned graves 
registration duties. Journal of Abnormal Psychology, 103 (2), 383-390. 1994. 
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Title Neurobehavioral Aspects of Persian Gulf Experiences: A Pilot Study 

Research Focus: Brain & Nervous Research Type: Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Pittsburgh 

Study Start Date 4/1/94 Estimated Completion Date 3/31/95 

Project Status Complete VA-13 

Summary 

OVERALL PROJECT OBJECTIVE: To collect data on a sample of 50 Persian Gulf Veterans who 
have returned with physical or psychosocial complaints. 

SPECIFIC AIMS: To obtain pilot data to gain objective evidence of impairment of cognitive ability 
and brain function, or of psychosocial disability. 

METHODOLOGY: Subjects were tested in our laboratories with an extensive battery of 
neuropsychological tests, event-related brain potentials, measures of cardiac and pupillary 
reactivity, laboratory measures of attention, and various interviews, tests, and questionnaires to 
evaluate psychosocial status with an emphasis of PTSD. Data were analyzed descriptively and in 
reference to available literature and normative information. The presence of abnormal findings 
should provide the basis tor further study with a controlled investigation. 

EXPECTED PRODUCTS: To obtain neuropsychological, psychophysiological and psychosocial 
data from 50 Persian Gulf veterans. 

STATUS RESULTS TO DATE: A paper describing the neuropsychological test results has been 
accepted for publication in the Journal of the International Neuropsychological Society. The findings 
are summarized as follows. A neuropsychological investigation of 21 Persian Gulf veterans and 38 
demographically matched controls was conducted in order to make a preliminary determination 
concerning presence of neuropsychlogical deficits associated with the Persian Gulf War 
experience. The neuropsychological test battery consisted of measures of complex attention, 
memory, and motor skills, previously shown to be sensitive to exposure to environmental toxins. It 
was found that the Persian Gulf veterans group did not demonstrate substantial impairment, but an 
impairment index derived from 14 test variables was statistically significantly different from controls 
in the direction of poorer performance. A second study involving the psychophysiological data is 
currently being prepared for submission to Biological Psychiatry as a brief report. We found 
prolonged latencies, without reduction in amplitude, in the P300 component of the auditory event 
reiated potential (ERP) in the Persian Gulf veterans. This prolongation was significantly different 
from demographically matched controls when we only considered the 13 of 19 subjects who had 
complaints related to cognitive function, such as memory impairment. The remaining 6 subjects 
had normal latencies. Prior research has shown that increased latencies are associated with 
decline in cognitive efficiency. We therefore concluded that reported cognitive deficits may not be 
associated with psychological distress alone. 

PUBLICATIONS Goldstein G, Beers SR, Morrow L A, Shemansky WJ, Steinhauer SR. A 

preliminary neuropsychological study of Persian Gulf veterans. Journal of the 
International Neuropsychological Society. (In press). 
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Title Vaccine-Mediated Immunity Against Leishmaniasis 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Leishmaniasis 

1/1/93 

Ongoing 


Research Type: Basic Research 
Study Location VAMC Cleveland 
Estimated Completion Date 9/30/99 
VA-15 


Summary 

OVERALL PROJECT OBJECTIVE: Vaccine design, with a focus on the use of adjuvants and 
antigen delivery systems to induce specific T cell responses. 

SPECIFIC AIMS: 1 . Investigate how different routes of antigen delivery induce different T cell 
responses; 2. Optimize protective Thi cell respones to vaccine by manipulation of the in vivo 
lymphokine environment: 3. Examine the role of accessory cells in lymphocyte activation by 
targeting recombinant antigen to different classes of APC; 4. Develop vaccination protocols that 
selectively target antigen to MHC I for optimal activation of CD8+ T cells 

METHODOLOGY: A mouse model of leishmaniasis was used (L, major). Both soluble promastigote 
antigen and recombinant gp63, LACK, and PSA-2 antigens are employed as vaccine immunogens. 
Current studies are focusing on the use of recombinant interleukin-12 as a vaccine adjuvant and on 
the use of DNA vaccine techniques. Outcomes to be tested include assessment of whether 
vaccinated animals are resistant or susceptible to challenge infection and detailed analysis of the T 
cell phenotype resulting from vaccination. This includes in vivo RNA analysis and ex vivo cytokine 
production and ELISA assay. The PSA-2 antigen was cloned, sequenced and is being altered by 
fusion PCR to generate chimeric proteins with functional cytokine and antigen activities. 

DNA vaccination is being addressed using plasmids that express vaccine antigen with or without IL- 
2, IL-12, CD40, or B7 costimulatory signals. 

EXPECTED PRODUCTS (MILESTONES): We have developed a recombinant PSA-2 antigen for 
vaccination and are generating recombinant cytokine/antigen fusion proteins for delivery of 
immunogen and adjuvant in a single molecule. 

STATUS/RESULTS TO DATE: Ongoing. Recombinant IL-12 is an effective vaccine adjuvant and 
overcomes host-defined predispositions towards nonprotective Th2 CD4+ T cell responses. 
Considerable work on the basic immunology of IL-12 in the murine leishmaniasis modei was 
necessary before pursuing the vaccine-related goals of this grant and these studies generated the 
bulk of the publications to date. 

PUBLiCATIONS Heinzel FP, Rerko RM, Ling P, Hakimi J, Schoenhaut DS. 1994. Interleukin 12 
is produced in vivo during endotoxemia and stimulates synthesis of interferon-g. 
Infect. Immun. 62:4244-9. 

Heinzel FP. 1994. Interleukin 12 and the regulation of CD4+ T cell subset 
responses during murine leishmaniasis. Parasitol. Today. 10:190-2. 

Heinzel FP, Schoenhaut D, Rerko R, Roesser L, Gately M. 1993. Recombinant 
murine IL-12 cures infection with Leishmania major in susceptible mice. J. Exp. 
Med. 177:1505-1509 
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Title Protective Immunity in Experimental Visceral Leishmaniasis 


Research Focus: 
Agency VA 
Study Start Date 
Project Status 


Leishmaniasis 

10/1/94 

Ongoing 


Research Type: Basic Research 
Study Location VAMC San Antonio 
Estimated Completion Date 9/30/97 
VA-16 


Summary 

OVERALL PROJECT OBJECTIVE; Characterization of the protective immune mechanisms in 
experimental visceral ieishmania, and identitotion of the parasite antigens which client such 
protective responses. 

SPECIFIC AIMS: Studies of the murine model of visceral leishmaniasis will provide a means to 
characterize the operative protective immune mechanisms as well as identify parasite antigens 
which have potential use for human vaccination. Characterization of the protective immune 
mechanisms in experimental visceral leishmaniasis will be accomplished by studies of the in situ 
cytokine response to primary infection In susceptible mice, as well as identification of responses 
associated with the acquisation of immunity. Once the the mechanisms associated with protective 
immunity have been defined the parasite antigens relevant to immunity can be identified, Purified 
and recombinant Leishmania donovani antigens which elicit an in vitro cytokine response which 
correlates with in vivo immunity will be identified and characterized. 

METHODOLOGY: The murine model of visceral leishmaniasis will be used to characterize the 
mechanisms involved In protective immunity at the Ussue level. These studies will be performed 
using a reverse transcriptase polymerase chain reaction methodology for measuring cytokine {IL 4, 
11 6. IL 10, IL12. IFN TNF a, and TGF @) gene expression in skin, lymph node, and spleen. 
Comparisons will be made between naive (susceptible) and immunized (resistant) mice. Once the 
in situ mechanisms are better defined, in vitro correlates of immunity (e.g. a certain cytokine profile) 
can be identified. Semipurified or purified soluble antigens will then be tested in vitro for their 
capacity to elicit a proliferative response and protective cytokine profile in stimulate splenocytes or 
lymph nodes. A recombinant library will also be directly screened using spleen cells from immune 
animals. This will enable the identification of vaccine candidates which can subsequently tested in 
the animal model. 

EXPECTED PRODUCTS (MILESTONES): 

1 . Identification of cytokines associated with control of infection 

2. Identification of cytokines associated with resistance to re infection 

3. Identification of antigens having the potential to stimulate protective immunity 
STATUS/RESULTS TO DATE; Mice infected viflto L. donovani amastigotes by the intradermal route 
develop minimal curaneous swelling, regional lymphadenopathy, but no detectable visceral 
(hepatic) parasite burden. In contrast, mice infected by the intravenous route develop progressive 
hepatosplenomegaly and a visceral parasite burden that increases up to 4-6 weeks after infection. 
To understand the mechanisms associated with toe local control of Infection we have characterized 
the in situ expression of cytokines (IFN-g, IL-4, IL-IO, and IL-12) in the spleen, draining lymph 
node, and cutaneous site of inoculation using quantitative reverse transcriptase-polymerase chain 
reaction methods. There appears to be considerably greater expression of IFN-g and IL-12p40 in 
the draining lymph node following cutaneous inoculation compared to the spleen, but was greater in 
LN, There was significant expression of both IL-10 and IL-12 at the cutaneous site of inoculation 
starting 7 days after infection. Thus there seems to be a mixed Th1/Th2 type response to primary 
infection In this model, but local control (skin and draining LN) appears to be associated with 
markedly increased levels of IFN-g and IL-12 RNA. These differences may be due to more efficient 
antigen presenation at the LN level following cutaneous infection (possibly from migration of 
cutaneous Langerhans cells), or the induction of immunological tolerance following intravenous 
Infection. Studies to further define the mechanisms involved are in the progress 
PUBLICATIONS none to date 
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Title Immunological Evaluation of Persian Gulf Veterans 


Research Focus; Immunology 
Agency VA 
Study Start Date 4/1/94 
Project Status Complete 


Research Type: Clinical Epidemiology Research 
Study Location VAMC Birmingham 
Estimated Completion Date 5/1/95 
VA-17 


Summary 

OVERALL PROJECT OBJECTIVE: To understand possible contributions of immunological 
abnormalities to disease manifestations in Persian Gulf War veterans. The chief complaints of 
these veterans include arthralgias and central nervous system dysfunctions, i.e., disorders which 
may have a common immunological basis. The intent of this proposal is to expand upon ongoing 
medical and neurobehavioral analyses of veterans from the Birmingham VA Medical Center to 
include an immunologic component in the evaluation of these veterans. 

SPECIFIC AIMS: Evaluate potential changes in the immunological status of Persian Gulf War 
veterans using sensitive biological assays of immune cellular function such as those previously 
described for use in evaluating chemical sensitivities. 

METHODOLOGY: Functional immune integrity of peripheral blood mononuclear cells was tested In 
subjects (approximately 50) and age- and sex-matched controls (approximately 10). Longitudinal 
samples were obtained from 2 subjects. Antigenic and mitogenic responses were determined using 
the recall antigen tetanus toxoid and the T-cell mitogen phytohemagglutinin. Proliferative responses 
were measured by tritiated thymidine uptake and compared with cultures of unstimulated subject or 
control cells. Data were reduced and statistically compared using a two-sample, unpaired t test. 
STATUS/RESULTS TO DATE: The final number of samples analyzed for immune function in 
mitogen-induced and antigen-induced proliferative assays included approximately 40 Persian Gulf 
veterans and 7 age- and sex-matched controls. When these two groups were compared for 
mitogenic responses, no significant difference was noted (p> 0.06). This finding suggested that the 
subjects and controls had similar T cell function potential since the phytohemagglutinin mitogen is a 
polyclonal stimulant used to assess potential for T cell responses However, when these two 
groups were compared for antigenic response using the tetanus toxoid recall antigen, a significant 
difference was noted (p= 0.027). With less than 50 subjects and less than 1 0 - 1 5 controls, these 
data are to be viewed and interpreted only as preliminary findings suggestive of a difference in 
recall response to antigenic stimulation. More subjects are needed prior to publication or 
dissemination of these preliminary findings. 

PUBLICATIONS none to date 
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Title Chronic Gastrointestinal Illness in Persian Gulf Veterans 

Research Focus: Miscellaneous Research Type: Clinical Epidemiology Research 

Agency VA Study Location VAMC Boston 

Study Start Date 10/1/94 Estimated Completion Date 10/1/96 

Project Status Ongoing VA-18 

Summary 

OVERALL PROJECT OBJECTIVE: Clearly define the most prevalent chronic gastrointestinal 
symptoms In a unit of Persian Gulf veterans. 

SPECIFIC AIMS; 1. Determine and define symptom complex. 2 Look for underlying 
pathophysiology. 

METHODOLOGY: Survey of a single unit of Persian Gulf veterans. Hydrogen breath tests on 
affected individuals. 

EXPECTED PRODUCTS (MILESTONES): Ultimately to identify pathophysiology of the 
gastrointestinal symptoms. 

STATUS/RESULTS TO DATE: Survey completed Have identified most prevalent symptoms 
Note: Following Is quoted from poster accepted for Poster Presentation at Digestive Disease week 
in San Diego, May 1995, Chronic Gastrointestinal Symptoms In Persian Gulf Veterans; MB Sostek, 

S Jackson, JK LInevsky, EM Schimmel, BG Fincke; Departments of Medicine and Social Services, 
Boston Veterans Affairs Medical Center and Boston University School of Medicine, Boston, MA. 
Background: Persian Gulf Syndrome is characterized by a constellation of chronic symptoms 
postdating deployment to the Gulf Region in 1991. Intermittent diarrhea is one of the eight most 
commonly reported symptoms. The prevalence of non-diarrheal gastrointestinal (Gl) symptoms Is 
not well documented. Over the past year, we have recieved increasing referrals for evaluation of 
Persian Gulf vetrans (PGV) with various Gl complaints. The aims of this study were I) to determine 
the prevalence and spectrum of Gl complaints in a representative sample from this population and 
II) to compare this data to a control group of soldiers not deployed to the gulf region. 

Methods: A 4-page questionnaire was mailed to the 92 members of a National Guard Unit 
deployed to the Persian Gulf Region in 1991 and distributed to 44 members (controls) of the same 
unit who were not deployed to the Gulf Region in 1991 . The questionnaire asked the veterans to 
grade current severity of 26 Gl and 10 non-GI symptoms. The survey also asked veterahs to recall 
occurrence of 5 Gl symptoms either during or before the Dessert Storm mission. 

Results: 57/92 Persian Gulf veterans (62%) responded to the sun/ey. All 44 of the controls 
returned the suvey. The table below summarized the repotted frequency of several Gl symptoms 
In this population: 

Gl Symptom Before ODS After ODS Controls (Current) 

Loose Stool 2/57 (3%) 39/57 (68%)* 4/44(9%) 

Abdominal Pain 2/57 (3%) 32/57 (56)‘ 3/44 (7%) 

Excessive Gas 5/57(9%) 42/57(74%)* 10/44(23%) 

NauseaA/omiting 2/57(3%) 13/57(23%) 1/44(2%) 

Hematochezia no data 4/57 (7%) 0/44 (0%) 

*p<.0001 compared to symptome frequency before desert storm 

Additional frequently reported Gl symptoms among PGV’s in this survey include: sensation of 
incomplete rectal evacuation post defecation 34/57 (60%), and watery bowel movements following 
episodes of abdominal pain 30/57 (53%). The most frequent non-GI symptoms were: fatique 46/57 
(81%), Joint pains 42/57 (74%) and headache 38/57 (675). 

Conclusion: A significant number of veterans from a single National Guard unit, deployed to the 
Persian Gulf, developed Gl symptoms while in that region. The majority of these veterans currently 
continue to report persistent loose stools, lower abdominal pain, excessive gas and tenesmus. 
Veterans in the same unit, who were not deployed to the Gulf region, report significantly fewer 
chronic Gl symptoms at the present time. While these symptoms are suggestive of the 
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development of irritable bowel syndrome following Persian Guif deployment, further studies are 
needed to better understand the pathophysioiogy of this combination of chronic Gl symptoms. 
PUBLICATIONS Abstract accepted for Poster Presentation at Digestive Disease week in San 
Diego, May 1995. 

Sostek M. High prevaience of chronic gastrointestinai symptoms in a national 
guard unit of Persian Gulf veterans. Accepted to the Am J of Gastroent. Dec 
1996 


Persian Gulf Veterans' Illnesses Research Database - Project No VA-18 


A-102 




206 


Title Psychological Adjustment In Operation Desert Shield/Storm Veterans 

Research Focus; Brain & Nervous Research Type: Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Gainesville 

Study Start Date 7/1/91 Estimated Completion Date 7/1/93 

Project Status Complete VA-20 

Summary 

OVERALL PROJECT OBJECTIVE: The study examined the psychological effects of military 
service in the Persian Gulf during Operation Desert Shield/Storm, 

SPECIFIC AIMS: Nonoombat reserve and national guard troops who were in the Persian Gulf were 
compared to activated and nonactivated troops who remained in the United States during the 
Persian Gulf War, The study determined the difference between the three groups in terms of 
psychological adjustment and impact on cognitions and feelings about the war, 

METHODOLOGY: Subjects were 507 members of National Guard and Reserve units in 
Northcentral Florida, Data was collected over a two-month time period from July 29 to September 
23, 1991. Thus, the data was collected approximately 6 months after the ground war ended, and 
usually from one to two months after the troops had returned to the United States. Data was 
collected during the customary monthly weekend drills, and with the endorsement of the units' 
commanders. For units that had been deployed to the Persian Gulf, troops were also briefed about 
the potential emotional and family problems associated with post-war adjustment, were provided 
with information about veterans benefits, and were advised of the availability of readjustment 
counseling in our VAMC and other facilities in their communities. The order of presentation of these 
elements of necessity varied from site to site, and sometimes within a site, as it was imperative to 
oblige the needs of the units' and those of others involved (e.g. Vet Center counselors, veterans 
benefits counselors). 

Subjects were assured of the anonymity of their responses, and were instructed to hand their 
packets of questionnaires directly to the study's investigators, in an attempt to assuage subjects' 
concerns that their careers might be jeopardized by their disclosures. However, it is evident that 
doubts lingered, as some subjects commented on their concerns about how the results might be 
used, and many failed to provide their names (requested in order to conduct follow-up). Six troops 
omitted information about their gender as well, and were thus excluded from analysis. 

The subjects, tested at different sites, consisted entirely of combat support troops, including 
engineering units, mobile medical units, transportation units, military police, a quartermaster unit, 
and a demolition unit. Of the 507 troops included as subjects, 397 were male and 110 were female. 
Although a minority in the other units, females made up about 50% of the mobile medical units. For 
the purpose of analysis, subjects are categorized as deployed (i.e. activated and sent to the 
Persian Gulf during Operation Desert Storm/Shield), activated/not deployed (activated for duty 
during Operation Desert Storm/Shield but serving in the United States) and not activated 
(remaining on non-active status throughout Operation Desert Storm/Shield). 



Males 

Females 

Deployed 

213 

75 

Not Activated 

173 

26 

Activated/Not Deployed 

11 

9 


Due to the low numbers currently available in the Activated/Not Deployed category, the analysis is 
restricted to Deployed and Not Activated. 

Unit officers provided strong encouragement to their troops to participate in the study, and although 
it is not possible to know exactly what percentage did actually participate, 90% would be a 
reasonable estimate. Of those subjects that did return their questionnaire packets, many did not 
complete the entire protocol, which normally required about one hour to complete. The 
questionnaires were presented in the following order: 1) demographic questionnaire, 2) combat 
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exposure scale from the War Stress Irrtervlew, 3) SCL-90 plus 15 additional Items from the 
Cincinnati Stress Reaction Scales, 4) Gainesville Readjustment Questionnaire, 5) Family 
Environment Scale, 6) Impact of Events Scale, 7) Work Environment Scale. 

RESULTS; Analysis of the data indicated that individuals deployed to the Persian Gulf differed 
significantly from Individuals in reserve and guard units who were not activated during ODS. 
Specifically, they reported a greater degree of intrusion and avoidance symptoms related to the 
war, as measured by the lES. ODS veterans who were also veterans of prior wars reported fewer 
intrusion and avoidance symptoms. Age was not found to be a significant factor. The scores on 
the Gainesville Questionnaire, postulated to indicate enhanced coping strategies, did not correlate 
significantly with evidence of superior mental health on the SCL-90-R or the lES. A lack of 
significant difference between ODS veterans and control group In terms of SCL-90-R scores 
suggests that the overall psychological health of most of the ODS veterans does not appear to 
have been affected by the war. However, it is apparent that some subjects had lingering doubts 
about the possible repercussions of admitting problems, and this is likely to have suppressed some 
of the SCL-90-R scores, which showed less pathology than non-patient norms in the general 
population. Additionally, the units available to this investigation were all combat support units, and 
combat exposure was consequently more limited and less severe than for combat units. Only 1 56 
subjects returned follow-up data, with only 27 completing all 3 follow-ups. An ANOVA conducted to 
determine If the follow-up group was representative of the larger population resulted in a significant 
interaction effect, in which ODS veterans who cooperated with the follow-up admitting to higher 
Intrusion and avoidance symptoms on their initial testing. Thus, the follow-up data was concluded to 
not represent a random sample of the desired population. One subject found the mailed follow-up 
questionnaires caused discomfort and indicated that she did not want to be contacted further. We 
abided by her request. No other adverse effects were noted. 

PUBLICATIONS Returning Persian Gulf Troops: First Year Findings, published by Northeast 
Program Evaluation Center (NEPEC), VAMC, West Haven, Connecticut, 1992. 
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Title A Comparison of PTSD Symptomatology among Three Army Medical Units Involved in ODS 

Research Focus; Brain & Nervous Research Type: Clinical Epidemiology Research 

System 

Agency VA Study Location VAMC Phoenix 

Study Start Date 1/8/92 Estimated Compietion Date 12/3/94 

Project Status Complete VA-21 

Summary 

OVERALL PROJECT OBJECTIVE: The objective of the study was to compare three Arizona , 
Reserve Medical Units involved in Operation Desert Storm on PTSD symptomatology one year 
after the war utilizing the revised Mississippi Scale for Combat-Related PTSD {Keane, Caddell, and 
Taylor, 1 988). One of the groups was deployed to Saudi /Vabia(N=42), one to England (N=37), and 
one to Arizona (N=17). 

SPECIFIC AIMS: The hypothesis was that the group deployed to Saudi Arabia would have 
signifloantly higher scores than the other two groups. 

METHODOLOGY: Subjects consisted of three Arizona Military Reserve Medical Units, one 
deployed to Saudi Arabia, one deployed to England and one deployed locally. Members of all units 
included physicians, nurses and other medical specialists. 

The group deployed to Arizona {A2) consisted of 17 subjects, 10 females (58.8%) and 7 males 
{41.2%). Of the 13 subjects in AZ who provided demographic data, 2 were age 20-29 (15.4%), 5 
were 30 to 39 (38.5%), and 6 were 40 to 50 (46.2%). Ages ranged from 20 to 54. The mean age 
was 38.9. Mean age for females was 34.7. Mean age for males was 43.1 . 

The group deployed to England (ENG) consisted of 37 subjects, 21 females (56.8%) and 16 males 
(43.2%). Eleven were age 20-29 (29.7%), 14 were 30 to 39 (37.8%), 9 were 40 to 49 (24.3%), and 
1 was 50 to 59 (2.7%). Ages ranged from 21 to 56. The mean age was 33.7. Mean age for females 
was 34.4. Mean age for males was 33. 

The group deployed to Saudi Arabia (SA) consisted of 42 subjects, 20 females (47.6%) and 22 
males (52.4%), Twelve subjects were age 20-29 (28.6%), 10 were 30-39 (23.8%), 15 were 40-50 
(35.7%) and 5 were 50-59 (1 1.9%). Ages ranged from 21 to 56, The mean age was 37 Mean age 
for females was 35,8. Mean age for males was 38,1. Design, Procedures, and Instruments, These 
data were collected in the first half of 1992, approximately one year after the end of the Persian 
Gulf War. At a regular monthly unit meeting, consenting subjects were administered the current 
revision of the Mississippi Scale for Combat-Related PTSD (Keane, Caddell and Taylor, 1988) and 
a questionnaire on demographics, substance abuse and effects on family. The validity and 
reliability of the Mississippi Scale have been established by Keane, Caddell and Taylor (1988). 
Subjects were invited to write additional comments about the impact of the war and were given an 
opportunity to volunteer to be interviewed. 

The purpose and procedures of the study were described to subjects, and they were informed that 
they could withdraw from the study at any time prior to publication. They were also informed that 
participation or refusal to participate will not affect their military careers or subsequent benefits. All 
responses remained confidential. Data were identified by codes rather than names. 

Mississippi Scale means of the three groups were analyzed by a one-way Analysis of Variance, 

The Scheffe Test of Multiple Comparisons was performed post hoc. Subjects' written comments, as 
well as responses regarding drug and alcohol use, were compiled and summarized but not 
statistically analyzed. The Semi-Structured Initial Interview for Desert Storm War-Zone Personnel 
(Litz, Knight, Wolfe. Kaloupeck, Quinn, Knnsley, Fisher, Weathers, S Keane, 1991) was 
administered to ten members of SA by one of the authors. The authors analyzed the data for 
common themes. Interviewees' descriptions of war-zone stressors are reported in the results 
section of the paper. 

Table 1 

Demographics of Interviewees (N=10) 
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Variable Males {N=3) Females (N=7) 

Mean age 48.6 39.9 

Age range 45-52 22-50 

Marital status 

Married 3 4 

Single — 3 

Military rank 

Officer 2 5 

Enlisted 1 2 

Education 
Doctorate 1 

Masters ~ 2 

Bachelors - 2 

Some college 2 3 

Race 

Caucasian 3 7 

RESULTS: Analysis of Mississippi Scale Scores 

A one-way Analysis of Variance revealed a significant difference in Mississippi Scale scores among 
the three groups (p < .001 ). Post hoc analyses revealed that the mean score of the unit deployed to 
Saudi Arabia (SA) (M = 83.98) was significantly higher than that of the unit deployed to England 
(ENG) (M = 73.61) and the unit deployed to Arizona (AZ) (M = 73.61). F(2, 103) = 9.83, p < .001). 
Also, ENG obtained significantly higher scores than AZ. Means, standard deviations and test 
results are presented in Tables 3, 4 and 5. 

Table 3: Means and Standard Deviations 


Mean 

SD 

N 


SA 83.97 

19.58 

43 


ENG 73.6 

15.88 

38 


AZ 66.00 

11.43 

25 


Table 4: Analysis of Variance 



Effect SS 

df 

MS 

F P 

VAR1 5453.91 

2 

2726.954 

9.83 .001 

Within 28570.06 

103 

277.379 

- - 

Tables: Post hoc Comparison: ScheffeTest: p-levels 


marginal means for indep. var. 




AZ 

ENG 

SA 

mean=66.00 level code: 

AZ 

X 

0.178 

0.00 

mean=73.61 level code: 

ENG 

0.178 

X 

0.04 

mean=83.98 level code: 

SA 

0.00 

0.04 

X 


Six SA subjects (14%) scored greater than 107, the cutoff score for the diagnosis of PTSD. One of 
those subjects wrote on the questionnaire that he believed that his distress was caused by his 
Vietnam experience rather than his ODS experience. One subject in ENG scored over 107 (2.7%). 
War-Zone Stressors of SA as Described by Interviewees. The unit arrived in Dhahran, Saudi 
Arabia, on January 4, 1991 and was evacuated on Apni 4, 1991. Initially billeted in Al Khobar, near 
the Dhahran Air Base, they were in Al Khobar when the SCUD missile hit. As medical personnel, 
they were not allowed to carry weapons according to the Geneva Convention, but they were 
required to pull guard duty both in Dhahran and in the field. They were responsible for setting up 
their own combat support hospital 1 0 miles north of the Iraqi border. The closest support hospital to 
the front lines, they were married with a helicopter unit and received 32% of the war’s casualties 
from both Allied and Iraqi forces. Specific casualties were seen as especially stressful: The first 
female casualty, abandoned Iraqi children for whom they had no pediatric instruments, and a nurse 
and physician who were killed when the Claymore mines they had gathered as souvenirs exploded. 
Nine subjects feared for their lives. Seven said the SCUD missile landing was highly stressful. Two 
women teunri the casualties narticularlv women and children extremely stressful Others said the 
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casualties were not particularly stressful because they saw severe injuries in their daily work. 
Noncombat War-Zone Stressors. All subjects said that they were anxious and/or bored waiting for 
war to begin. Worries included fear of dying, chemical warfare, the morality of the war, and welfare 
of family members at home or serving in Saudi Arabia. Six subjects mentioned cultural or 
environmental stressors. A Jewish man feared torture if taken prisoner. Two women said Saudi 
men touched them and/or made sexual comments. A woman feared "crazy” Saudi drivers. Two 
women and two men spoke of heat and the "endless" and "dark" desert. Other stressors were 
relationships with other unit members, distrust of leaders, poor sanitation, and physical labor. 
Deployment and Homecoming Stressors. Deployment stressors included anxiety about leaving 
family members and disruption of careers. Three women mentioned leaving children as the hardest 
thing they had ever done. One woman worried about her aging mother. Homecoming stressors 
included physical problems and changes in relationships and careers. Three women said that 
readjustment was more difficult than they had anticipated. A man divorced after the war. A woman 
had to start over in school. One woman attributed symptoms of diarrhea, fatigue, and irritability to a 
"parasite". Another had carpel tunnel. All subjects denied exacerbation of previous traumas. 

Coping Strategies. Subjects coped with stress by talking to friends, relying on religious faith, 
reading, calling or writing home, self-talk (e g., "Calm down." "It will be all right "), playing cards, 
keeping busy/exercise/physical labor, shopping, joking, eating, writing a journal, remembering 
home, and romance. 

Several subjects compared coping strategies of men and women. One woman said that women 
were supportive of one another and thus had fewer emotional problems than men. Another woman 
said women talked easily and could cry. She said. " Maybe it seems like you're hysterical, but then 
you feel better. You get hugged when you cry ." She said women negotiated assignments if they 
didn't get along with'tentmates; men accepted assignments they didn't like. She noted that both 
soldiers who were evacuated were men. A man stated that men "adjusted belter" while the women 
"complained about access to phones and filth and not getting mail. The older the nurse, the more 
bitching." 

Some interviewees compared coping strategies of younger soldiers and older soldiers. Three 
women In Bieir torties and a 49 year old man stated that younger soldiers had more trouble coping 
than older ones. Older soldiers "laughed a lot, read a lot, played bridge, [and] didn't dwell on" 
troubles. The man and two of the women said the younger members engaged in sex to cope with 
stress. One woman noticed that younger soldiers who coped best kept active. Two women noted 
that some unit members drank alcohol to cope. 

Lasting Psychological Impact of the War. Positive effects of the war included greater faith in self, 
lasting friends, pride in accomplishments, adventure, and a greater sense of purpose. 

Only one subject approached full PTSD. She had a flashback while working in the emergency room 
and still reacted to loud noises. One man said he had not slept through the night since the war. One 
woman was emotionally numb. One man was avoidant. 

Several interviewees thought that members most affected by the war had quit the Reserves, 
Several thought that people who had served in Vietnam were more distressed by ODS than other 
members. A nurse who served in both wars said that better facilities made Vietnam "easier”; 
"primitive" conditions made ODS very stressful 
Common Themes of Structured Interviews (N=10) 


Stressor 

Number of Subjects 

Women 

Men 

Afraid of dying 

10(100%) 

7 

3 

SCUD landing 

7 (70%) 

5 

2 

Seeing severe casualties 

2 (20%) 

2 

0 

Waiting for war to begin 

10(100%) 

7 

3 

Cultural/Environmental factors 

6 (60%) 

3 

3 

Interpersonal relations 

3 (30%) 

1 

2 

Distrust of leaders 

3 (30%) 

2 

1 

Hard physical labor 

2 (20%) 

1 

1 

l.llllllillMIMi— ■ 


3 

J 
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Leaving children 

3 (30%) 

3 

0 

Leaving other family members 

1 (10%) 

1 

0 

Relationship and/or 

career disruption 

5 (50%) 

4 

1 

War-related physical problems 

2 (20%) 

2 

0 

Coping Strategies 

Talking to friends 

6 (60%) 

4 

2 

Religion 

4 (40%) 

3 

1 

Reading 

4 (40%) 

2 

2 

Calling/Writing home 

3 (30%) 

2 

1 

Exercise/Physical Labor 

3 (30%) 

2 

1 

Self-talk (e g., "calm 

down", 'Tm all right") 

3 (30%) 

3 

0 

Shopping 

2 (20%) 

1 

1 

Joking 

2 (20%) 

1 

1 

Eating 

1 (20%) 

1 

1 

Writing a journal 

1 (10%) 

1 

0 

Remembering home 

1 (10%) 

0 

1 

Romance 

1 (10%) 

0 

1 

Lasting Psychological Impact (At 
Positive effects 

the time of the study) 

6 (60%) 

5 

1 

Confidence/Pride/Purpose 

4 (40%) 

3 

1 

Lasting friends 

3 (30%) 

2 

1 

Adventure 

2 (20%) 

1 

1 

PTSD Symptoms 

4 (40%) 

2 

2 

Intrusive thoughts 

1 (10%) 

1 

- 

Startle response 

1 (10%) 

1 

- 

Sleep disturbance 

1 (10%) 

- 

1 

Emotional numbing 

1 (10%) 

1 

~ 

Flashbacks 

1 (10%) 

1 

- 

Avoidance 

1 (10%) 

- 

1 


PUBLICATIONS none to date 
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Title Female Gender and Other Potential Predictors of Functional Health Status Among Persian 
Gulf War Veterans 

Research Focus; Brain & Nervous 
System 

Agency VA 

Study Start Date 9/1 1/95 
Project Status Ongoing 
Summary 

OVERALL PROJECT OBJECTIVE: The primary objective of this study Is to identify and describe 
the effects of potential predictors on the functional health status and health perceptions of male and 
female veterans approximately four years after their deployment to the Persian Gulf; and to 
examine if and how identified risk factors differ between female and male veterans. A secondary 
objective of the proposed project is to ascertain the prevalence of multiple chemical sensitivity 
(MCS)-like symptoms reported among this population, and to explore risk factors for the 
development of this syndrome. 

SPECIFIC AIMS: The more specific goal of this study is to use the obtained data to significantly 
advance DoD screening and intervention efforts aimed at enhancing positive military and post- 
deployment adaptation among soldiers, especially women. With women’s rapidly increasing 
representation in the U.S. Armed Forces, there is a pressing need to investigate these 
relationships, and to understand factors that might be distinctively associated with womens well- 
being, both during and following war-time deployment. 

METHODOLOGY: By using cross-sectional and longitudinal data from an existing, carefully 
followed military cohort and by expanding predefined measures of health symptoms, and health 
perceptions, this Investigation is conducting analyses that focus directly on: (a) defining the set of 
reported environmental and psychosocial combat-theater exposures and physical health variables 
associated with female and male soldiers recent deployment: and, (b) describing the relationship of 
these variables to functional status and self-reported physical health. A primary emphasis is on 
investigating the role or Impact of gender, specifically, whether female gender Is a significant factor 
in predicting either functional health status or health perceptions. Data analyses will proceed 
through a series of three major stages. The initial stage involves generation of descriptive analyses 
for all variables of Interest and will permit comparison of responses between women and men. The 
second stage involves the determination of bivariate odds ratios of gender, PTSD diagnostic status, 
and environmental exposure on functional health status. The third stage involves multivariate 
regression procedures to examine the effects of gender, PTSD and reported environmental 
exposure on functional status and on self-reported health. 

In addition, an exploratory analysis will be conducted of the comprehensive symptom review results 
with respect to the diagnosis of Multiple Chemical Sensitivity. One of the first steps in ascertaining 
the prevalence of MCS-llke symptoms among our study population is developing a survey 
instrument that can be used to identify subjects with MCS-like symptoms. To date, there is only one 
survey Instrument that has been validated to assess MCS symptoms. However, due to its length, 
we are currently testing the validity of a shortened version of this existing questionnaire on patients 
referred to the Massachusetts Respiratory Hospital, and controls recruited by participating patients. 
Depending on the prevalence of individuals who meet criteria for MCS-llke symptoms, mulivariate 
models similar to those for functional status with MCS-like symptoms as the dependent variable will 
be conducted. 

EXPECTED PRODUCTS (MILESTONES): To develop a shorter questionnaire than the one 
currently used to identify MCS, scientific publications on Persian Gulf War Illnesses (Including the 
impact of stress and trauma on outcome, annual reports, gender models of health outcomes. 
STATUS/RESULTS TO DATE: The shortened MCS questionnaire has been distributed to subjects. 
The larger survey instrument is currently being piloted and will soon be mailed. 
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PUBLICATIONS Proctor SP, Wolfe J, Friedman M. Evaluation of health symptoms reported by 
Gulf War veterans. Paper presented at the Annual Meeting of the International 
Society for Environmental Epidemiology, Research Triangle Park, NC. 
September 1 994. 

Wolfe J, Brown PJ, Bucsela ML. Symptom responses of female Vietnam 
veterans to Operation Desert Storm. American Journal of Psychiatry, 149, 676- 
679, 1992 

Wolfe J, Brown P, Kelley J. Reassessing war stress: exposure and the Gulf 
War Journal of Social Issues. 49, 15-31 . 1993. 
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Title Stress Symptoms and Their Causal Attribution in Desert Storm Veterans 


Research Focus: Brain & Nervous 
System 


Agency VA 

Study Start Date 12/1/95 
Project Status Ongoing 


Research Type: Epidemiology Research 

Study Location VAMC Clarksburg 
Estimated Completion Date 12/31/96 
VA-36 


Summary 

OVERALL PROJECT OBJECTIVE: Describe motivational aspects of stress in relationship to war 
experience. 

SPECIFIC AIMS: Determine stress symptoms and their causal attribution in Desert Storm veterans. 
METHODOLOGY: Survey Methodology; Mail out to 200 randomly selected subjects. Expected 
return rate of 80%. Date analysis via multiple regression methodology. 

EXPECTED PRODUCTS (MILESTONES): Pilot study - may lead to further studies. 
STATUS/RESULTS TO DATE: Sample selected and results coming In. Execution has been 
complicated by multiple change of address situations. Subjects are being pursued, and where 
necessary, replacement subjects are selected. Thus far. 104 completed responses have been 
received. 


PUBLICATIONS none to date 
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Title Musculoskeletal Symptoms in Gulf War Syndrome 


Research Focus; 
Agency VA 
Study Start Date 
Project Status 


Miscellaneous 

1/1/94 

Ongoing 


Research Type: Clinical Epidemiology Research 
Study Location VAMC Long Beach 
Estimated Completion Date 1/1/99 
VA-40 


Summary 

OVERALL PROJECT OBJECTIVE: The Gulf War Syndrome is most likely a heterologous group of 
disorders resulting from the interaction of each veteran's host defense against the variety of 
environmental, viral, bacterial and stress toxins unique to the Persian Gulf War. One of the more 
debilitating symptoms of the GWS has been the arthralgia ahd arthritis. These complaints are 
relatively common to foreign deployments. A question arises as to whether musculoskeletal 
complaints are indeed a manifestation unique to Gulf War Syndrome. The project will address a 
fundamental question about the Gulf War Syndrome. Do the musculoskeletal symptoms in the 
GWS reflect those of long foreign deployment or are there unique aspects of these symptoms that 
identify these symptoms as part of Gulf War Syndrome. 

SPECIFIC AIMS:1. Survey deployments for musculoskeletal symptoms via questionnaire; 2. 
Compare comparative peace-time vs. Gulf War deployments for musculoskeletal symptoms; 3. 
Analyze arthritis/arthralgia with comprehensive physical and laboratory examinations. 
METHODOLOGY: Veterans of the Persian Gulf War with and without symptoms of the Gulf War 
Syndrome and healthy veterans of the same period who did not serve in the Persian Gulf but have 
been deployed for peaceful missions will receive a questionnaire which, if positive, will be followed 
by comprehensive musculoskeletal evaluation in the Department of Veterans Affairs Medical 
Center, Long Beach (VAMCLB) and March Air Force Base, California. Statistic analysis of the 
comparative features of those examinations will be evaluated for appearance of features that could 
be related to the other than foreign deployment, i.e., GWS. 

EXPECTED PRODUCTS (MILESTONES); 1. Survey and range of musculoskeletal symptoms 
secondary to foreign deployments; 2. Comparison of symptoms between foreign deployments and 
those to GW theater; 3. Statistical analysis based on chi square and regression analysis of 
independent vanables. Physical and laboratory examination data of deployed reservists/veterans 
with persistent arihritis/arthralgia complaints from GWS. 

STATUS/RESULTS TO DATE: 200+ initial questionnaires; 25 comprehensive examinations. 
Statistical analysis ongoing. 


PUBLICATIONS none to date 
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Title Diarrhea in 
Reeeatch Focue; 
Agency VA 
Study Start Date 
Project Statue 


Persian Gulf Veterans: An Irrltabie Bowel-Like Disorder 
Miscellaneous Research Type: Epidemiology Research 

Study Location VAMC Gainesville 
1 1/1/95 Estimated Completion Date 6/30/96 


Ongoing VA-46 


Summary 

OVERALL PROJECT OBJECTIVE: To compare visceral sensation in normal subjects, patients with 
irritable bowel syndrome and patients with diarrhea that abruptly began while serving in the Persian 
Gulf. 

SPECIFIC AIMS: a) To determine if Persian Gulf veterans with abdominal pain, diarrhea and 
bloating with a negative investigative work-up have an underlying visceral hypersensitivity or a 
generalized decreased pain threshold, b) To examine the heightened visceral sensitivity present in 
patients with irritable bowel syndrome and compare the data to those obtained for Persian Gulf 
veterans with diarrhea, c) To investigate whether an acute treatment with octreotide will increase 
the tolerance to balloon distention of the rectum and extremity immersion in ice water in Persian 
Gulf veterans, patients, with the irritable bowel syndrome, and controls, d) To determine the effect 
of octreotide on oral-cecal transit as measured by the lactulose hydrogen breath test. 
METHODOLOGY: Study Design: Informed consent is being obtained prior to the start of the trial. 

A complete medical history and physical exam will be performed. Blood samples will be collected 
for a pregnancy test when appropriate. Participants will be asked to discontinue all medications for 
at least 24 hours before the study, to fast for 12 hours, and to take a Fleet’s enema 2 hours before 
the test procedure. Both the ice water tolerance test and the balloon distention tolerance test will 
be performed in controls, patients with irritable bowel syndrome, and in Persian Gulf veterans both 
at baseline and after the administration of octreotide 100 mg subcutaneously. Oral-cecal Transit: 
The effect of octreotide on small bowel transit will be assessed by the hydrogen breath test. 
Lactulose (10 g) will service as the carbohydrate substrate for the breath test. Breath hydrogen 
concentration is measured by gas chromatography every 15 minutes until peak hydrogen excretion 
occurs. Peak hydrogen excretion is defined as the highest hydrogen concentration before two 
successive lower concentrations. Peak hydrogen excretion is the point in time at which the 
lactulose substrate has reach the cecum. Two points on the hydrogen curve will be used to 
calculate small intestinal transit. The first is the time to an initial sustained increase of hydrogen 
concentration of ’1 O ppm over baseline. The second point is the time to peak hydrogen excretion. 
Ice Water Tolerance: The ice water tolerance test is performed to determine if patients have a 
generalized nonspecific lowered pain threshold from a central pathway. All subjects will be asked 
to insert their right hand into a mixture of ice and water to the wrist point and to hold it there for as 
long as possible. The time before withdrawing the hand from the water will be measured with a 
stop watch for each subject. If the hand is not withdrawn before 4 min, the subject will be instructed 
to withdraw the hand and a value of 240s will be assigned Balloon Distention Tolerance: The 
balloon distention test evaluates a specific visceral afferent pathway as a cause of symptoms in 
patients with diarrhea. After each subject withdraws their hand from the ice water, a 5-min 
recovery period is obsenred. A standard anorectal manometry catheter or barostat (modified 
manometry balloon that measures rectal compliance) will then be inserted into the rectum of a 
depth of 10-15 cm. In normal subjects, progressive rectal distention initially leads to the perception 
of pressure, fbitowed by fecal urgency, and then pain. The subjects' response to progressive rectal 
distention will be quantitated as: 1 ) first rectal sensation of the balloon. 2) urge to defecate from 
balloon distention, 3) rectal discomfort from balloon distention and, 4) rectal pain from balloon 
distention. The rectal balloon will then be distended in a stepwise fashion by adding 20 ml of air 
every 3 minutes. Unless this represents the sut^ect's maximum tolerable volume, additional 20-ml 
Increments of air will be added at 3-min intervals up to a maximum of 300 ml. The maximum 
tolerable volume will be defined as the volume at which the subject requests termination of the 
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procedure because of discomfort. If the subject does not report discomfort, a value of 200 ml will 
be assigned. After baseline measurements of ice water and balloon distention tolerance, all 
subjects are being brought back another day for octreotide testing. Octreotide 100 mg will be 
subcutaneously administered. Thirty minutes following the injection, the ice water and balloon 
distention tolerance will be repeated in exactly the same manner as above and compared to 
baseline values. 

EXPECTED PRODUCTS (MILESTONES): Expected results are that the patients with Persian Gulf 
diarrhea, as well as irritable bowel syndrome, will have similar rectal sensation, as well as similar 
rectal urge to defecate, as well as similar discomfort relative to distention. Second, it is not 
expected that there should be a difference in Ice water tolerance among either of the three groups. 
STATUS/RESULTS TO DATE: At this time, 18 patients have been studied (4 normals, 5 irritable 
bowel syndrome patients, and 9 patients with Persian Gulf diarrhea). Patients who developed 
chronic diarrhea while In the Persian Gulf have a significantly lower threshold for symptoms of initial 
rectal sensation and the perception of discomfort with rectal balloon distension. This visceral 
hypersensitivity in Persian Gulf Veterans is similar to that observed In patients with Irritable Bowel 
Syndrome. The hydrogen breath test and octreotide protocols have not yet been completed. 
PUBLICATIONS none to date 
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Mr. Evans. Okay. And you indicated there was a March sympo- 
sium concerning research, is it? 

Dr. Garthwaite. Yes, sir. 

Mr. Evans. And where will that be and what dates? 

Dr. Murphv. It’s sponsored jointly with the Society on Toxi- 
cology. It’s going to be in Cincinnati on March 7 and March 8. 

Dr. Garthwaite. My apologies. Dr. Fran Murphy is Director of 
our Persian Gulf War Veterans’ Program, and Kris Moffitt is the 
head of our Compensation and Pension Service. So we have them 
here available as well. 

Mr. Evans. Dr. Murphy, I recently met with you and the Sec- 
retguy concerning research grant proposals. When is the deadline 
for those for the next fiscal year? 

Dr. Murphy. Dr. Joseph can correct me if I’m wrong since it’s a 
DOD-broad agency announcement. The first set of proposals is due 
on February 10, and the second set on March 19. 

Mr. Evans. So we’re already past that date at this point? 

Dr. Murphy. For the first set. But the larger amount of money 
is actually going to be awarded for the amended proposal for a 
larger group of studies, and so there would be an opportunity for 
people to submit through the middle of March. 

Mr. Evans. Vet centers have seen, I understand, some 69,000 
Gulf War veterans since May of 1991. What has been learned about 
these veterans in terms of the problems that the/re facing? 

Dr. Garthwaite. Could you repeat the first part of your ques- 
tion? I just didn’t 

Mr. Evans. I understand that some 69,000 Persian Gulf veterans 
have visited vet centers since May of 1991. What, if anything, have 
you learned about these veterans? 

Dr. Garthwaite. I think the efforts with the vet center popu- 
lation has been on treatment more than diagnosis, so that our ef- 
forts have been at dealing with any readjustment issues they might 
have or any stress related PTSD-related issues that they might 
have. 

Mr. Evans. But you haven’t drawn together any of the vet center 
personnel to talk about Persian Gulf Syndrome and what they were 
seeing generally? That seems to me to be a — maybe nonscientific — 
but a good way of getting to the bottom of some of these issues. 
Dr. Murphy? 

Dr. Murphy. We’ve coordinated our activities in the Persian Gulf 
Health programs very closely with Dr. Batres, who directs the 
readjustment counseling service, and we’re well aware of their 
activities. 

Many of their activities are focused on the areas of readjustment 
counseling and family counseling related to some of the issues of 
stress and physical symptoms. 

Mr. Evans. All right, thank you. 

Let me refer this question to the Department of Defense people 
here. 

Can you comment on a news report last month that the Army 
will investigate claims by California biochemist Garth Nicholson 
that illnesses suffered by many Gulf War veterans may have been 
caused by the difficulty to detect microorganisms and the possibil- 
ity of these microorganisms being genetically engineered? 
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Dr. Joseph. Let me comment on part of that, and Mr. Rostker 
may wish to add something. 

This is the same discussion we were having earlier about this re- 
searcher. Dr. Nicholson is well known to us in the Department of 
Defense. He proposed some time ago, a year or more ago, a study 
related to his somewhat novel theories about Persian Gulf ill- 
nesses. 

He’s a very respected researcher, and his theories deserve to be 
taken seriously. But they are not exactly down the middle of the 
road. 

Because of concerns about whether the laboratory methodology 
that he was using could, in fact, demonstrate what he claimed to 
demonstrate, the Army and the CDC arranged with Dr. Nicholson 
for a way to validate his laboratory procedures. This would be es- 
sential before one could know what one would get from his results. 

Unfortunately, Dr. Nicholson didn’t come to closure with that 
validation. Things hung in the balance imtil a second round of 
claims by Dr. Nicholson about the need for his research to be 
funded. 

At that second round, the Army has agreed to have the National 
Institutes of Health serve, in essence, as a referee — as the CDC 
was going to do about his methodology. We’ve agreed, from the De- 
partment of Defense, that if indeed the NIH validates his meth- 
odology, we will go ahead and fund his activity. 

That’s where it stands at the moment. And that should happen 
in the next month or so. 

Dr. Rostker. Actually, Congressman Norm Dix was very much 
involved in the discussions, and we agreed to ask the National In- 
stitutes to be an honest broker here. It turns out that the com- 
mander at Walter Reed is — had been the commander in the Army 
hospital in the vicinity of Congressman Dix’s district, and he 
agreed to be a facilitator in this process bringing all parties 
together. 

So all together, we’re talking — ^we believe we have a process that 
will lead us towards a resolution of the issue and concerns. 

Mr. Evans. Theink you, Mr. Chairman. 

The Chairman. Mr. Quinn. 

Mr. Quinn. Thank you, Mr. Chairman. 

And I’d like to thank all the panelists this afternoon. Ms. Moffet 
is the new chairman of the benefits committee where we sort of 
combined a couple. I’m honored to serve. And while I don’t have a 
question, you’re not going to need the microphone. 

Mr. Filner and I look forward to working with you as we look at 
Comp and PIN and how it relates to this with all the rest of the 
service. So we’ll be in touch. Thanks for being with us today. 

Dr. Garthwaite, you talked in your opening remarks about some 
initiatives that have been taken on. And previously today, I talked 
a little bit about communications. I don’t know if you were here for 
that part of it with another panel, but you talked about some 
teams as it relates in organized networks. 

Can you give me a minute or two more? You mentioned eight 
people in a team, is that correct? 

Dr. Garthwaite. Sure, sure. They don’t currently exist, but we’re 
targeting early March or the first of April, to have these teams in 
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place. We anticipate they’ll deal with issues way beyond Persian 
Gulf. We’re going to start there. 

The goal is to — let me just back up slightly. In rethinking the VA 
and reinventing it, one of the things we’ve done is to decentralize 
to the network level, and we’ve established as a policy these man- 
agement assessment councils. The 5 r’re advisory councils to the net- 
work directors, and they include all different stakeholders. 

They may include some of your staff. They include veterans’ serv- 
ice organizations, academic affiliates, and others. We believe 
there’s a possibility and — or a need and likelihood that doing that 
at the clinical level may also be helpful at the care level. 

So we’re going to look at the services we deliver. And each of 
those services will have an evaluation action team. These teams 
may take on several services themselves, the goal being to have a 
formalized process where, at a local level most of these things end 
up getting solved and occurring, there is a process for ongoing dia- 
logue between our caregivers, our responsible management, people 
right in the front lines, and the veterans themselves. 

Mr. Quinn. Thank you. And I think that is critically important. 
We’re going to talk about — Mr. Filner and I are going to talk about 
some hearings later in the spring and maybe next fall as it relates 
to comp in general. But the key — my staff doesn’t need to be in- 
volved in an^hing more, thanks anjrway. 

But the veterans need to be represented on those teams not only 
from here and some of the service organizations, but around the 
networks, some rank and file veterans. We’re going to hear from 
some later today, this afternoon. That’s critically important. And 
we’ll work with you on that. 

Thanks for you answer. 

Dr. Garthwaite. And we thank you. 

Mr. Quinn. Dr. Rostker, you have a very difficult job coming up. 
You’ve taken on — I don’t need to tell you that. You’ve taken on a 
big assignment. You mentioned in your testimony that your office 
has expanded of late, particularly since your new charge, your new 
assignment. 

How has the office expanded? Has your funding increased? 

Dr. Rostker. Yes, our funding has increased. We have expanded 
really in two ways. First of all, 

Mr. Quinn. How much money? Excuse me. 

Dr. Rostker. I’m sorry? 

Mr. Quinn. How has the money expanded? Excuse me. 

Dr. Rostker. We right now have an operating budget of close to 
$15 million dollars. And frankly, as I see new opportunities to be 
responsive to the veterans and extend the inquiry, I have drawing 
rights so that we have not placed a limit on this except the good 
service that we can provide to our people. 

Mr. Quinn. Well, and frankly, that’s where we come into play as 
well. 

Dr. Rostker. Yes. 

Mr. Quinn. I, for one, want to help you do that. 

Dr. Rostker. Right. 

Mr. Quinn. We can’t open end things, but we will be interested 
to see what — how about bodies; how about people at the 


39-303 97 - 8 



222 


Dr. Rostker. Right. In order to facilitate an expansion as rapidly 
as I have, I turn to contract organizations who could bring in peo- 
ple who had the requisite skills; both technical skills, but also had 
the experience of serving in the Gulf. So we have increased by over 
ten times. 

And we have done that not only in the investigative arm, but 
also in the veterans’ outreach program, as well as bringing in other 
programs like correspondence and our GulfLINK program. These 
allow us to have one stop shopping and to get on top of the entire 
response that we need to make. 

Mr. Quinn. One last general question, Mr. Chairman, and then 
I’ll finish. 

And I’m not sure to whom this should be addressed. Maybe Dr. 
Joseph. Just to make sure that we’re both — everybody’s talking to 
each other, I get back to this communication point that I men- 
tioned earlier. 

As you’ve got participants in some of your clinical evaluations 
and they leave, or leave active duty, are they involved in the reg- 
istry we talked about? Are they placed in the registry? Do they be- 
come part of that? Are they there already? 

I need some help from somebody on the panel that could 

Dr. Joseph. I’m not quite sure of your question. Let me try, and 
then maybe Dr. Murphy can pick it up. 

People come into the registry — the registry is a prior step in both 
systems to the clinical program. Active duty and reserves have ac- 
cess into our clinical evaluation program. Active duty have a con- 
tinuing access, of course, as do their dependents, to care in that 
proCTam. 

Those who leave active duty would go over into the VA clinical 
program. I think that’s the fairest way to say it, is that right? 

Dr. Murphy. Yes. As Dr. Joseph is aware, his staff and I talk 
on an almost daily basis. And the Department of Defense transfers 
medical records from the CCEP to our registry data base. 

Mr. Quinn. Is that a — excuse me. Is that a formal process where 
it’s transferred and there’s discussion going on and you’re satisfied 
with that? 

Dr. Murphy. Yes. 

Mr. Quinn. And Doctor, you’re satisfied? 

Dr. Murphy. We have good cooperation. 

Dr. Joseph. If there’s a soft spot in this process, it’s not so much 
with those who leave active duty and go to the VA system, but 
those who remain in the Reserves. We’ve got some work to do to 
assure access to continuous care as opposed to only evaluation. 

Dr. Rostker. It’s not just the care. It’s also the issue of disability 
discharge. And we are very clear on the active duty person. We’re 
very clear on the person who’s separated and is a charge of the De- 
partment of Veterans Affairs. It’s the reservist who has limited ac- 
cess and also who is in a position to have his career terminated be- 
cause of health reasons. 

We have to really make sure we’re not letting them drop through 
the cracks. 

Mr. Quinn. I’ve gone too long already. Thank you all for your re- 
sponses. 

The Chairman. Mr. Filner. 
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Mr. Filner. Thank you, Mr. Chairman. 

Let me just apologize in advance if I may sound skeptical, 
confrontational, even hostile, because I have been angry on this 
issue for some time on behalf of my own constituents and people. 
It does not appear to me that thousands of people who had serious, 
serious illnesses were either taken seriously by our Government, 
looked at with any credibility for far too long. 

And I’m not convinced that that has changed particularly. So let 
me — that’s my assumption here. And when I — I just had a chance 
to begin to look at this committee report and heard some of the tes- 
timony this morning, and there are statements in there — this is an 
official Government thing that says the investigations previously 
were superficial, not credible; there were slow and erratic efforts to 
release information. 

I mean, I don’t think it’s too far to say “cover up” is a good word 
for this. And all I can ask — first of all. Dr. Joseph, how long have 
you been the Assistant Secretary? 

Dr. Joseph. Since March of 1994. Of course, what you’re reading 
from, Mr. Filner, is not commentary on the clinical evaluation or 
clinical care efforts. Those 

Mr. Filner. Well, I’m sure I can find 

Dr. Joseph. That same report they said were excellent, as a mat- 
ter of fact. 

Mr. Filner. Well, who is taking responsibility in DOD for these 
very serious problems that occurred for the last 4 or 5 years? I 
mean, has anybody taken responsibility? Are you responsible for 
any of this? 

Dr. Joseph. I’m responsible for the health and medical research 
activities. 

Mr. Filner. Well, are you responsible for the refusal to confront 
this issue directly for 4 or 5 years? 

Dr. Joseph. I’m not sure which issue we’re referring to. 

Mr. Filner. Well, the issue — ^we went through Agent Orange in 
this country where for years and years nobody took seriously that 
there was anjdhing wrong. And it looked to me — as soon as I heard 
about these reports of illness, I said oh, they’ve got to look at it dif- 
ferently. 

We have experience that — there’s a reality behind here that 
we’ve got to figure out, and I didn’t see any recognition of that from 
the DOD or from any official Government source. Everybody tried 
to say this was not — there was nothing going on here. We didn’t 
do anything, there’s no cause, there’s no — these people are just 
stressed or it’s in their head. 

I didn’t see any — I didn’t see the institutions taking this 
seriously. 

Dr. Joseph. I can speak only for the health and medical research 
side of it, but I think the evidence is really to the contrary. I mean, 
we began — and the VA began — ^very early, a series of programs de- 
signed one, to take care of our people; and two, to try to use those 
efforts to find out what was going on. 

Those programs have retrospectively been judged by every group 
that’s looked at them as excellent. Speaking for the Department, 
not for the VA for the moment, the approach was quite the opposite 
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from Agent Orange. We started a GulfLINK program declassifying 
documents and putting them on the Web. 

What we’ve done with our clinical evaluation data base is un- 
precedented in that we have now made it available to independent 
scientists who can use it for their own research. 

I just do not believe, with all respect, that the facts bear out your 
comment. 

Mr. Filner. Well, who is responsible for — what is the report re- 
ferring to when it talks about superficial, uncredible, slow, erratic, 
dishonesty? I mean, who are they referring to? Who was the report 
referring to? 

Dr. Rostker. The report is ch8u*acterizing the investigative effort 
that was in place during the PAC’s 

Mr. Filner. And who is responsible for that? 

Dr. Rostker. I’m now responsible. 

Mr. Filner. I know. But who was responsible for that? 

Dr. Joseph. 'There was no clear line of authority for that. That 
was the problem. 

Mr. Filner. Mistakes were made. 

Dr. Joseph. No, mistakes were not made. 

Mr. Filner. Just a quote that I read recently. 

Dr. Joseph. Yeah, I guess you must have. 

Mr. Filner. The reason I’m even dwelling on this — because I 
said earlier this morning I’m more interested in getting the care 
and the benefits done to people who are suffering. 

But Dr. Rostker, you sounded — I was very impressed with your 
statement. And yet, you’re put over a bureaucracy that has not per- 
formed very well irregardless of what Dr. Joseph just said, in my 
opinion. 

Dr. Rostker. And I would not 

Mr. Filner. And so why do we trust that bureaucracy to help 
you do what you have to do? 

Dr. Rostker. I can only say that I don’t disagree with you. I 
found the PAC’s characterization consistent with my own inquiry 
before I was asked to take this particular position. We’re trsdng to 
put that behind us and look to the future with a program that is 
responsive. 

We’re working with veterans. We’re working with veterans’ serv- 
ice organizations. I can’t repair the past by — the only thing I can 
do is work hard and tell the truth and build to the future. 

Mr. Filner. Well, again, the reason I’m dwelling on this at all 
is that, as I said earlier this morning, the key national security im- 
perative, in my opinion right now, is honesty. We have not had 
that. 

Why would we get an honest thing now when they’ve had 4 years 
of not being honest? We’re relying on the same people. 

Dr. Rostker. Not completely. 

Mr. Filner. Or the same institution, the same dynamics. 

Dr. Rostker. Not completely, because we have changed the way 
we are doing business. i*md I’m able to grab people and work with 
them in ways that my predecessors just did not do. And the ques- 
tion was raised to the PAC who had the opportunity to look over 
it, and their conclusion was ineptitude. 
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And frankly, I would concur with that. I was asked to come in 
and advise the Deputy Secretary in September, and I had the op- 
portunity to look over the entire institution of what we were doing, 
how we were doing it. And I wasn’t a happy camper. 

And when we were getting ready in October to talk to the Amer- 
ican people about Khamisiyah, the Deputy Secretary said to me 
how do I make sure there’s no more Khamisiyah’s; how do I make 
sure there’s no more surprises? 

And I said John, you’ve got a big problem. The resources the De- 
partment has put against this problem were inadequate. 

They’re totally swamped by the Khamisiyah investigation. 
They’re not being responsive. 

For example, we had an 800 hotline where people could come in 
and report incidences. A very important part of risk communica- 
tion. We had a thousand phone calls that had not been responded 
to. Well, I now have in place the resources to respond to it, and, 
since December 13, we’ve called, or have been in contact with, al- 
most 700 veterans. 

We’ve called back out of the thousand — we’ve gone back to that 
file and made contact with over 300. And by the end of next month, 
we will have wiped out that back log. That’s working towards the 
future. I’ve initiated a process of writing what we knew. 

Believe me, we knew a lot more than we sat down and wrote. We 
weren’t communicating it with anybody. Well, you will see in the 
next few days the first case narrative on Khamisiyah, and that’s 
not a final report. It’s just an initial report to generate the dialogue 
so that we can better understand. 

We’re committed to bringing the veterans into the process. They 
were the people on the ground in the Gulf. They were the people 
that have the first hand information. We need to incorporate that. 

I can only tell you that I’m rimning an open process. I welcome 
public oversight. We have the PAG providing that. We report to 
congressional committees. I have the PAG at my staff meetings. 
They’re open to talk to an 3 dhing, to go to any meeting I have. We 
have absolutely an open process, and we welcome scrutiny to dem- 
onstrate that process. 

Mr. Filner. Include me in on your meetings then. 

Dr. Rostker. Okay, tomorrow at 1 o’clock. 

Mr. Filner. Again, I apologize for the tone. I am 

Dr. Rostker. Sir, you have a right to be 

Mr. Filner. I mean, we have a long way to go to restore credibil- 
ity of the DOD here. 

Dr. Rostker. Absolutely. 

Mr. Filner. And I have not heard — I mean, I heard the words. 
I have not seen all the results yet. 

Dr. Rostker. And I can only tell you that — you know, stick with 
us; we’re working the problem. 

The Ghairman. There will be more hearings, gentlemen. 

The gentleman from Louisiana, Mr. Gooksey. 

Dr. Cooksey. I have four questions that — each one of which can 
be answered with one or two words, so I’ll be brief, Mr. Chairman. 

First, is the CME on the Gulf War Syndrome available yet? You 
said it would be available in early 1997. 

Dr. Garthwaite. The self study? 
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Dr. Cooksey. Yes, you said it’s going to be made available to the 
veterans’ physicians. 

Dr. Garthwaite. We can make it available to — and anyone else 
who’s interested. 

Dr. Cooksey. Okay, there are two of us on this panel that are 
physicians, and 

Dr. Murphy. It’s in the final stages of development, and we’d be 
happy to provide you a copy. 

Dr. Cooksey. I’d like to get one. It will help me keep up with 
my CME. It’s not easy to do here. 

Dr. Joseph, what is the incidence of Gulf War Illness among the 
men that were involved in destroying those chemicals that were 
there on the site? 

Dr. Joseph. If we look at people who were already participants 
in the clinical program, which is all we can look at yet, both the 
prevalence and the nature of s 3 nnptoms and illnesses do not appear 
different from the overall group in the CCEP. 

Now the questionnaire that Bemie was talking about being sent 
out, has been sent out to all members of units who we judged to 
have been within a 50 mile radius. We don’t have all that data 
back, and even then it will be self-reported symptoms. 

So, I can’t really answer your incidence problem. But if we look 
at comparable incidence or prevalence and patterns of illness or 
symptoms within the group that had previously registered them- 
selves in the CCEP, it is comparable. There are no significant dif- 
ferences that we can discern. 

Dr. Cooksey. I think that’s an important question that needs to 
be answered because of the Khamisiyah situation. 

Dr. Joseph. Sure. 

Dr. Cooksey. Dr. Rostker, you have the potential to become the 
hero of this. I think the thing that really needs to be done instead 
of finding fault with people is find the reason for it. Because as a 
physician with scientific training, once we find the cause of it, then 
we can direct some treatment, and I hope you can do that. 

My question: have any studies been done or inquiries been made 
about — to the Saudis or some of the Arabic forces there, even to the 
Iraqis, to see if they’ve had symptoms? 

Dr. Rostker. There has been some. There was — the Army Sur- 
geon General was in Kuwait. I intend later this spring to take a 
team to Britain, Czechoslovakia, Israel, and Kuwait and replow 
that ground. A lot of this ground has been plowed, but it’s impor- 
tant that we take a fresh look and we go over this once more. 

And we’ll be doing that, and we’ll have an interagency team 
going with me. 

Dr. Cooksey. Good. 

Thank you, Mr. Chairman. 

The Chairman. The Chair recognizes the gentleman from Geor- 
gia, Mr. Bishop. 

Mr. Bishop. Thank you very much. 

I look forward to working with Mr. Everett from Alabama, who 
is going to be the chair of the new subcommittee on oversight and 
investigations, and I will, of course, be the ranking member — with 
all of you as we explore this whole phenomenon of the Gulf War 
Illnesses. 
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I’m given to understand that a number of Gulf War veterans are 
of the opinion that some VA doctors and researchers have been 
subjected to some retaliation for their efforts to really pursue the 
research and to really get to the bottom of whether or not there is 
in fact a common thread in these illnesses. 

Can — Dr. Garthwaite, can you tell me if any physician has been 
directed by the VA to cease providing treatment or has any physi- 
cian been pxmished, reassigned, or put under a cease and desist 
order for activities with regard to the research regarding Gulf War 
Illnesses? 

And I specifically refer to anyone from the VA hospital in 
Tuskeegee. 

Dr. Garthwaite. Sir, to my knowledge, we certainly have not at- 
tempted to interfere with anyone who’s taking care of Gulf War 
veterans. It is our hope that we can encourage everyone who’s in- 
terested in doing research to put forward credible studies that can 
be scientifically reviewed to study Persian Gulf War veterans. 

And it’s our goal to encourage people to study that. So to my 
knowledge, no. There have been some things in the press that 
we’re currently looking at, which we don’t think are related at all 
to any activities in the Persian Gulf, but we can provide you addi- 
tional detail on that. 

Mr. Bishop. There was a physiciEm who was doing some discus- 
sion with veterans groups in the Tuskeegee area, at least veterans 
who are served by that particular VA facility. And there was some 
talk and some media coverage that he had been subjected to some 
retaliation or to some discipline for statements, comments, or infor- 
mation that was disseminated. 

Can you shed any light on that? 

Dr. Garthwaite. Dr. Murphy may know more about that specific 
case. 

Dr. Murphy. That was before Dr. Garthwaite joined the central 
office staff. 

I believe you’re referring to Dr. Charles Jackson at the 
Tuskeegee VA. And he very early on, back in late 1992, expressed 
his feeling that some of the Persian Gulf veterans that he had seen 
might have had illnesses as a result of exposure to chemical and 
biological warfare agents. 

And he named some specific viruses that he felt might be respon- 
sible for their illnesses or chemical warfare agents that they may 
have been exposed to. VA took that very seriously. We sent a team 
of experts down to evaluate that, including our infectious disease 
consultant. 

And we established a special pilot program at the Birmingham 
VA where they have special neurologic expertise and 
neuropsychological expertise to further evaluate and treat those 
veterans. That program was expanded last year into a fourth Per- 
sian Gulf referral center at the Birmingham VA Medical Center. 

So VA actually took the concerns of that physician very seriously 
and responded, I think, in an appropriate way. 

Mr. Bishop. What happened to Mr. Jackson? 

Dr. Murphy. Dr. Jackson is still working at the Tuskeegee VA 
and still caring for Persian Gulf veterans. I had the opportunity to 
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meet him in the last couple of months when he came up to Wash- 
ington to testify. 

Mr. Bishop. Was he disciplined or reprimanded for any of his 
activities? 

Dr. Murphy. No. To my knowledge is that his Chief of Staff at 
the Tuskeegee VA was very supportive. And certainly his com- 
ments to us have reflected that. 

Dr. Garthwaite. We’d be happy to take a further look at any 
specific information on that case. We’d be happy to. And we’ll look 
into it on our own. 

Mr. Bishop. Thank you very much, but let me just say that this 
just goes again to underscore the lack of trust, the cynicism, and 
the lack of confidence that many of the veterans have as a result 
of this whole fiasco really. 

It just has undermined to a CTeat extent the confidence the veter- 
ans have in the Government that they have served. And of course, 
VA, of course, and DOD are the prime agencies that touch their 
lives. And certainly we want to create as much credibility in those 
agencies, and we want to msike sure that the facts are forthcoming. 

And I just want to say that, and I don’t have any further ques- 
tions. 

Thank you. 

The Chairman. Thank you, sir. Mr. Steams. 

Mr. Stearns. 'Thank you, Mr. Chairman. I hope I don’t go back 
over some things that have already been covered. 

But let me ask Dr. Joseph: what is gamma globulin? What is it 
and how is it used in vaccines in its purpose? 

Dr. Joseph. Gamma globulin is a naturally occurring product in 
the body which is part of the body’s immune defense against var- 
ious invading bacteria or viruses. It’s not really used in vaccines, 
but preparations are used to boost or supplant the body’s own de- 
fenses. 

In the days before we had a hepatitis vaccine, we gave troops 
and civilians gamma globulin when they were going to an area 
where they might be exposed to hepatitis vims. 

Mr. Stearns. Okay. Isn’t it tme that our troops were given that 
before they went over to Desert Storm? 

Dr. Joseph. Some troops were given gamma globulin. 'They were 
given it for the purpose that I have described. And they’ve been 
given that for a long time when deplo5dng to lots of places. 

Mr. Stearns. But isn’t it tme that the DOD used non-FDA ap- 
proved products, that not all of the products came from American 
made approved FDA proved products; but in fact, some of these 
products came from Italy, and these were used on our 

Dr. Joseph. You mean gamma globulin that was not FDA ap- 
proved? I don’t know the answer to that. Dr. Nightengale might 
know. I doubt it very much. I will get back to you on it. I’ve not 
heard that before — ^that particular allegation before. 

Mr. Stearns. Well, you know, I thmk we — my staff and I have 
found evidence that in fact the DOD used non-FDA approved prod- 
ucts for the troops before they went to Desert Storm. And in fact, 
some of it came from a company in Italy. And 

Dr. Joseph. Well, I’d appreciate that information that you have, 
and I will certaunly run it by both our people and with the FDA. 
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I think that would be very unusual. Not unusual. I think we would 
not do that. 

Mr. Stearns. Unusual for the United States to use non-FDA ap- 
proved, or — because you have the authority, DOD, for exceptions. 
You can go outside the United States. 

Dr. Joseph. Yes. 

Mr. Stearns. That’s true. 

Dr. Joseph. Yes. 

Mr. Stearns. Have you researched that fact? In fact, the DOD 
went outside the United States, used a product from Italy, and it 
was not FDA approved. Did you know that? 

Dr. Joseph. That’s the first time I’ve heard that. We’ll certainly 
look at it. The allegation one usually hears about non-FDA ap- 
proval has to do with the pyridostigmine bromide. And that’s an in- 
stance where we, again, had an exception from the FDA to use an 
approved product for a non-approved use. 

Mr. Stearns. Who is the American made company that provided 
the gamma globulin? 

Dr. Joseph. I can’t tell you that sitting here. We can find out. 

Mr. Stearns. Okay. 

Dr. Joseph. I assume this is back in 1990. 

Mr. Stearns. When a veterans comes in and complains, the tests 
that he or she are given, do they check for hepatitis C? If you have 
absolute proof that every veteran that came in with Gulf War Syn- 
drome, do you check for hepatitis C or 

Dr. Joseph. We do not, nor would the VA, check each and every 
veteran who “came in” for hepatitis C. The way the clinical evalua- 
tion programs work is a ladder-like series of exams that follow 
symptoms and 

Mr. Stearns. Well, did you give them a blood test? 

Dr. Joseph. Yes. 

Mr. Stearns. You gave them a blood test? 

Dr. Joseph. Well, for many things and for different things. But 
the simple answer to your question is no, neither in the VA system 
nor in the DOD program was every 

Mr. Stearns. Did you keep samples of that blood? Once you gave 
that blood test, do you have records of that blood in file anywhere? 

Dr. Joseph. We would have serum samples on all our active duty 
people, not only those who came into the CCEP. 

Mr. Stearns. So if I came in and I complained of Gulf War Syn- 
drome, you took my blood, I could be assured that that blood is on 
file — is kept, or is it thrown away? 

Dr. Joseph. You can be sure that we have a serum specimen on 
you. 

Mr. Stearns. And do you know, when they do those blood tests, 
is there various biologic^ contaminants and retroviruses and neu- 
rotropic viruses and paroviruses? I mean, is it possible that what 
we’re talking about here is something that was given to the veteran 
perhaps through another country that’s not FDA approved, and 
that veteran is experiencing some kind of problem — hepatitis A, B, 
C, D, who knows — and one we haven’t checked for, we haven’t kept 
a record of it, and we haven’t gone back to the source to check the 
product that was given to us that was not FDA approved? 
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Dr. Joseph. I think the chain of logic that you’re describing is 
extremely implausible. But, I can’t say that it’s not so, especially 
since I don’t know what the answer to your first question is. And 
I will find out. 

Mr. Stearns. Okay. Well, I think — you know, that’s the basic 
question. Because if that’s true, then that’s another tack that I 
don’t think everybody has perhaps thought about that we could 
think about and followed along that line. 

Dr. Joseph. If I may, as sort of a tangential answer to that: if 
what you say is so, it is not impossible that there may be some 
small group of veterans who have a particular condition that 
might — although I think it’s highly improbable — be related to that. 

But, what I think everyone who has looked at this issue seriously 
has found, and every study that’s been done on the clinical side, 
and the reviews of those studies has foimd, is that there is no sin- 
gle one unique overriding cause of these symptoms and illnesses. 

So that even if what you’re positing is possible or true, and it 
may be, it would explain only a small group of people — if indeed 
it were true — rather them an overriding cause. But we will look at 
that. It’s a completely new one to me. I thought I had heard them 
all. 

Dr. Garthwaite. I was just going to say, as the phase one of our 
examination process, everyone received liver function tests, and all 
those that were positive would have gone on to the phase two to 
get hepatitis screening or the phase two part of the examination. 

So we would assume that if they were infected with hepatitis C, 
which there probably wasn’t a good test at the time, then we would 
have picked up;— at the active time of the illness some liver func- 
tion abnormalities to get us onto that diagnosis. 

Mr. Stearns. If you did the test. 

Thank you, Mr. Chairman. 

The Chairman. The gentleman from Arkansas, Dr. Snyder, is 
recognized. 

Mr. Snyder. Thank you, Mr. Chairman. Just for time’s sakes, if 
I could just direct my questions to Dr. Jackson. 

Is it a fair statement to say to this table if we all have you back 
in a year or 2 years or 3 years that kind of all funded research, 
you all are going to know about it, what’s coming through Govern- 
ment and be able to tell us what’s going on — is that an accurate 
statement? 

Is this kind of the research gurus here in terms of the adminis- 
trative part of it at least? 

Dr. Joseph. Some answers won’t be in in 3 years. 

Mr. Snyder. I meant in terms of what are the status of things. 

Dr. Joseph. Yes. 

Mr. Snyder. I’m not asking for — I don’t — and then there has 
been a view expressed perhaps as we’re hearing more and more 
folks say, you Imow, we’re not getting all the answers, there’s no 
one cause, and maybe we ought to forget the whole research thing 
and just put all the money into seeing folks at the — are you all in 
agreement that that’s the wrong approach? 

I want to see if you all change your head from shaking. 
[Laughter.] 
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Dr. Joseph. It’s the wrong approach. CDC funded this study in 
Iowa, for example. We’ve captured a population of veterans. We’ve 
looked at the prevalence of illness in that population. These are not 
people that came through and said I have a problem. 

These are people that were going about their lives. They have 
higher rates of cognitive dysfunction, depression, anxiety, asthma, 
bronchitis, a number of other symptoms. So, following that popu- 
lation, they report those higher rates of illness. 

The next step is to go back and examine a group of them ran- 
domly selected. I think one of the problems has been the need to 
look at a profile of the population rather than only looking at peo- 
ple who come to you sa 5 dng they have a problem. 

Mr. Snyder. I assume that behind all this talk of research I’m 
in agreement on is to perhaps avoid problems in the future. I 
mean 

Dr. Rostker. That’s exactly right. If we can’t get to the bottom 
of this, how will we protect our troops in the future? 

Dr. Joseph. Well, the problem is, what’s the bottom. That’s the 
problem. 

Mr. Snyder. I’m sorry, sir? 

Dr. Joseph. The problem is, what’s the bottom. I think I can tell 
you with absolute surety that there are some questions in this mo- 
rass that will never be answered. There are some questions that 
will be answered. 

Mr. Snyder. That may help shape future behavior. 

Dr. Joseph. That’s right. The PAC representative, this morning 
in the other hearing, said that it is becoming increasingly unlikely 
that one, there will be a connection between a Gulf War Syndrome 
and the sort of commonly thrown about possible causes; and, two, 
that there will be any persuasive evidence that there is a Gulf War 
Syndrome. 

Mr. Snyder. And it’s the folks — go ahead. I’m sorry. 

Dr. Rostker. If I might. I may be the only non-physician on the 
panel, and so my bottom line is not just the health bottom line, but 
is a whole myriad of things that are necessary to protect our troops 
in the future from better chemical alarms, better reporting proce- 
dures, knowledge of where our troops were. 

So there are a lot of lessons to be learned here, as well as the 
medical lessons to understand why people are sick. 

Mr. Snyder. You referred to the morass. My last question is — 
I mean, when is enough enough? I mean, do we even have a sense 
yet of — are we talking, you know, a money pit here that’s going to 
go on 20 years from now? 

We’ll be talking about additional research on Gulf War Syndrome 
with big amounts of money, or are we — do you all have some 
thought in your mind that we just need another, you know, 2 or 
3 or 4 years of pretty good funding to kind of — I mean, I assume 
that you all talk amongst yourselves about how long we’re going to 
be doing this or need to do this. 

Dr. Joseph. I think there is important ground to be plowed. On 
the medical research side there is important ground to be plowed 
on the Research regarding combination of agents, particularly with 
pyridostigmine. There is important ground to be plowed on the pop- 
ulation-based epidemiology studies. 
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And there is important ground to be plowed on the issues of the 
relationship between stress and psychological issues and physical 
symptoms and illnesses. In those three areas we have not begun 
really to get to the bottom. 

Mr. Snyder. I guess this is really my last question. Do any of 
you anticipate that perhaps out of some of that there will be a shift 
in treatment of some of the Gulf War veterans? I mean, is there 
some hope for that, or do we think we’re just going to understand 
what happened? 

Dr. Joseph. Personal, professional opinion: no, that there will 
not be — there’s not a magic bullet here. There’s not a shift in treat- 
ment. We will not discover a thing that leads to a major difference 
in treatment. 

Mr. Snyder. But you’ll be able to call up veterans and say we’ve 
got the answer for you; come on in, take a pill? 

Dr. Joseph. I don’t believe that’s going to happen, sir. 

Mr. Snyder. Themk you, Mr. Chairman. 

Dr. Garthwaite. I think what does occasionally happen is that 
as we take care of patients, we find things that are more or less 
clinically effective; and, there were drugs for depression that were 
very helpful in peripheral neuropathy in diabetics. 

So there may be further discoveries that very much help with 
s 5 miptomatic therapy. 

The Chairman. The gentlelady from Idaho, Ms. Chenoweth, is 
recognized. 

Mrs. Chenoweth. Thank you, Mr. Chairman. 

Dr. Garthwaite, I wanted to ask you why the VA is proposing to 
cut research funding by 10 percent at a time when the President’s 
Advisory Commission is calling for more research, and the Presi- 
dent himself has stated that no stone should be left unturned? 

Can you tell me that? 

Dr. Garthwaite. I think that the Department’s been faced with 
some very difficult decisions over the past few months as we’ve 
begun to put forward the budget for next year. We’ve been caught 
up in the debate over balancing the budget when we were — when 
there was a Government shut down. 

And we really do understand the budget pressures. We are trying 
to put forward a very creative and aggressive budget for us into the 
future. So tough choices were made. We do believe that as we go 
through our prioritization process, we can keep at the forefi*ont the 
needs of veterans. 

In addition, we’re challenging our investigators to go outside the 
VA to bring in dollars. One of our new performance measures for 
our network directors and for our networks will be to increase the 
number of total dollars brought in to the VA for research so that 
we’re going to add some additional pressures to compete with NIH 
and other ftmding agencies for research. 

Mrs. Chenoweth. Doctor, I assume that you — when you talked 
about your priorities, that Gulf War Syndrome would be on the top 
of your list of priorities. 

Dr. Garthwaite. It’s in the first tier. 

Mrs. Chenoweth. Thank you. 

Dr. Garthwaite. Yes, ma’am. 
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Mrs. Chenoweth. It just seemed a little inconsistent, the 10 per- 
cent cut. But I look forward to working with the Department of 
Veterans Affairs on this. 

You know, it may seem a little bit picayune when one questions 
citations, but we have to admit that when a veteran would receive 
long sought after medical records with the stamp on the bottom 
that I read in my last questioning section about a $20,000 fine if 
any of these records should be released to any military personnel 
handling the records, they would be prone not to ship records out. 

And I did some research yesterday and my staff did too, and then 
counsel here on the committee has been working with me the last 
few minutes. Because the cite that is used, 38 USC 33.05, doesn’t 
exist at all. And counsel actually referred me to the quality assur- 
ance section that does cite a potential of $20,000 fine. 

But quality assurance, QA/QC, is not medical records of a pa- 
tient. In the code, it states that for the first offense, there should 
not be a fine of more than $5,000. And it — the fine could go up to 
$20,000 on subsequent violations of a breach of the confidentiality 
of a quality assurance program. 

The confidentiality of medical records is elsewhere in the code, 
in 7332; and QA/QC is in 5705. Now, if we’re confused about that 
here, can you imagine how a veteran feels when he gets this on his 
records? 

Mr. Chairman, with your permission, I would like to have Dr. 
Garthwaite take a look at this. Because my concern is how — al- 
though I’m so impressed with the testimony that you gentlemen 
and ladies have given, nevertheless, we need to get to where the 
rubber meets the road and what’s happening to these veterans out 
there that are affected with S 3 miptoms that could be Gulf War Syn- 
drome. 

And so it just seemed a little heavy handed, and I’m not going 
to publicly enter into the record the name of the hospital, but I 
know that you will take care of that for us 

Dr. Garthwaite. Sure. 

Mrs. Chenoweth (continuing). And straighten it out. 

[The information follows:] 
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Department of 
Veterans Affairs 


Memorandum 


FEB27iS97 

General Counsel (024) 

Congressional Inquiry on Improper Use of Quality Assurance 
Confidentiality Provision 

Assistant Secretary for Public and Intergovernmental Affairs 
( 002 ) 


1. You recently requested that we look into a complaint from the 
Office of Congresswoman Helen Chenoweth regarding the use of the 
VA quality assurance records confidentiality provision to limit 
veteran David T. Smith's use of his own medical care and 
treatment records. The matter arose at the VAMC Walla Walla, 
Washington. As this was a \.T1A issue, we asked the VHA Privacy 
Act officer, Celia Winter, to inquire into the case. We received 
the attached station documents from Ms. Winter. 


2. The station documents reflect that when they provided 

Mr. Smith with a copy of his records pursuant to his request they 
improperly applied their quality assurance confidentiality 
warning stamp to the records. The stamp indicates that the 
records cannot generally be disclosed and identifies a penalty 
for unauthorized disclosure. It appears that the veteran 
contacted a newspaper reporter, complaining of this apparent 
limitation. From the VAMC documents, and from Central Office 
staff contacts with this office, it further appears that in 
December, 1996, the reporter contacted various VA offices in the 
field and in Central Office, including Public Affairs. His 
inquiries lead to the VAMC being advised that affixing this 
warning on care and treatment records was an error. The VAMC 
then told the patient to disregard the stamp and has taken steps 
to prevent recurrence of such an event . An imprint of the stamp 
is contained in the VAMC documents . 

3. The qualitV' assurance provision stamp is authorized to be used 
on protected quality assurance documents only; those records 
basically are peer review assessments of the care provided at a 
facility. While patient records are protected under a number of 
confidentiality provisions, the quality assurance provision 
generally does not apply to those types of records. This 
provision originally was section 3305 of Title 38. U.S.Code but 
It was renumbered in 1991 and is now section 5705. 

4. Additionally, the Regional Counsel has explained the proper 
use of the quality assurance provision to personnel at that 
facility and has scheduled a training class on Information Law 


VA i •• 'f'M 


2105 
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2 . 

Assistant Secretary for Public and Intergovernmental Affairs (002) 

for March. The station has not yet replaced the stamp which they 
were using; however, they know that their stamp is out-of-date. 

A copy of the quality assurance records confidentiality law, and 
implementing regulations, is attached. 

5. It is our understanding that Doug Dembling, of the Congres- 
sional Affairs staff, is our contact point for providing a reply 
to the Congresswoman. Accordingly, we are making a copy of this 
memo, and the attachments, available to him for that purpose. If 
further information is needed in this matter, Jeff Corzatt, 
telephone number 273-6362, is familiar with the case. 


Mary Lou Keener 
Attachments 

cc: Doug Dembling (60) 

w/attachments 
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DEPARTMEM OF VETERANS AFFAIRS 

M«diC8l Centn 

77 yVainwright Driv* 

Walla Walla WA 99362 


/ 5 hi / 


In Rfcptv B*f«rTo; 


FEPORT OF CONTACT 


1 . We have leantcd that Mr. Norm Brever, reporter for Gcmca: Newe Service, coouacd VA Ceotnl 
Office (Public Aflain) ia fbUowup to an to an issue iovolviag vcman David T. Smith. A pievioul rcpon 
of contact regarding Mr. Snulh sent to you on Z>ecen]ber 18, 1996. 

2. Mr. Brewer is quesdooing a stamp that appea red on a cover letter from this VA Medical Center to Mr. 

Smith oa December 3, 1996 accompanying copies of the veteran’s medical record. These records were 
released to Mr. Smith bts^ on i request we received from him. We have now learsed from 

Regioiul Counsel that the r^ueoce to 38 U.S C- 3305 is outdated, since it was renumbered to 38 U.S.C. 
5705 in 1992. Further, the stamp hself should o<M have been used &r release of a veteran’s medical 
rec or d to himself but rather the stamp would have been appropriate Sot release of quality assurance 
records. 


3. We have advised Mr. Brewer of the above and have institutsd corrective acbon to prevent this from 
reenrring. We have also contacted Mr. Smith and told him to disregard the stamp. A copy of the stamp 
used on the letter to Mr. Smith is shown below. 


Geou 
Medi^ < 




T Director 


"These documertfs or records (or informotioo contained herein) ore 
deemed confidential and privileged under provisions of 38 U.S.C. 
3305 and VA Regulations 6500 through 6540, which provides for 
fines up to $20,000 for violations. This moteriol shall not be trans- 
mitted to onyone without proper consent Or othflr outhorizotion os 
provided for by low or regulation.* 
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Department of veterans Affairs 

Medical Center 


77 Watnwright Drive 
Walla Walla WA 99362 


Report of Contact 

In Raply Ralar To; 

Parson Cont^ctad: Mr. Kom Braver 

Reporter, Gannett Kavs Service 
Vashington, D.C. 

Phones 703-276-5832 
Data: 12-17,16-1996 

Subject: Veteran David Troy Sniith (519-94-8549) 

1. The Gajinatt Nave Service, which contracts to provide news 
articles to an array of newspapers, including U.S.X. Today/ 
called on December 17, 1996, at approximately 3:30 FH about 
the above designated veteran. The reporter, Hr. Brewer, had 
the following concerns: 

a. He stated that on December 1, 1994, veteran David 
Troy Smith had been diagnosed at the West Los Angeles VA 
Medical Center with irritable bowel syndrome, 
gastroeaophageal reflux disease, hepatomegaly and several 
other diseases. 

b. According to David Smith (as related to the Gannett 
reporter) , he had been prescribed nwsrphine at the Vest L.A. 
VAMC; however, when he * ran out of the drug and attempted to 
have it refilled here, he was denied access to it. Hr. 

Brewer wanted to know why the Walla Walla VAMC denied him a 
refill of his morphine prescription, and whether or not 
there was a breakdown in consmini cation between the two 
facilities. (Caveat: His record does not confirm that he was 
prescribed morphine at the West Los Angeles VAMC; however, 
he was prescribed both dilaudid and percocet.) 


2. The Chief of Staff reviewed David Smith's chart, and 
could well understand the veteran's concern about his 
health. This patient is a veteran of the Gulf War, who 
denies smoking, drugs and alcohol consunption . He cooplains 
of general fatigue and had several bouts of diarrhea and 
abdominal cramps which began while serving in the Persian 
Gulf, which have persisted. Be suffers from arthralgias in 
all joints and chronic low back pain. This is accompanied by 
muscle stiffness and cramping. He reports a short term 
memory loss. He had lost 50 pounds during the month prior to 
his admission on October 26, 1994. He reportedly has had a 
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trawatie bruin injury in tha puAt, but could not provide 
specific*. Tho rocord Also Indic&tua that ha haa 
hyparcanaion &hd PTSO. 

3. Mr« Smith ia a aporadic ua«r of our aerviooa, and livoa 
100 milaa from our facility. Ho failod to kaop hia last 
achodulad appointinont on Docambar 12, 1996. Our plan ia to 
contact him, and invite him to the inedical canter for re- 
evaluation and/or follow-up care. 

4. On Oooenbor 18, lOOC, following eonvaraation with the 
Acting Director, lot Angles Office of Public Affairf* a call 
wee made to Mr. Brewer by the Valla Valla vamc chief, 
Connunlty Resources Service. Re instructed Hr Brewer that 
while w« would be pleased to provide hia information 
regarding care to Gulf War Veterans generally, that it was 
net in the beat interest of Mr. Smith to diacuaa the details 
of his medical condition. 

9 Kr. Brewer then asked if, off the record, there was 
anything additional to share with him. He was given a 
negative reply. 
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537 CH. 57— RECORDS AND INVESTIGATIONS 15705 


§ 5705. Confldentiality of medical quality-assurance records 

(a) Records and documents created by the Department as part of 
a medical quality-assurance program (other than reports submitted 
purauant to section 7311(g) of this title) are confidential and privi- 
leged £md may not be disclosed to any person or entity except as 
provided in subsection (b) of this section. 

(Added P.L. 96-385, § 505(a); amended P.L. 99-166, §201; P.L. 102- 
40, §§ 402(bXl). 403(bX2); P.L. 102-83, § 4(a).) 

(bXl) Subject to paragraph (2) of this subsection, a record or docu- 
ment described in subs^ion (a) of this section sludi, upon request, 
be disclosed as follows; 

(A) To a Federal agency or private organization, if such 
record or document is needed by such agency or oiganization 
to perform licensing or accreditation functions related to De- 
partment health-care facilities or to perform monitoring, re- 
quired by statute, of Department health-care facilities. 

(B) To a Federal executive agency or provider of health-care 
services, if such record or document is required by such agency 
or provider for participation by the Department in a health- 
care program with such agency or provider. 

(O To a cr imin al or civil law enforcement governmental 
agency or instrumentality chaiged under applic5>le law with 
the protection of the public health or safety, if a qualified rep- 
resentative of such agency or instrumentality makes a written 
request that such record or document be provided for a pur- 
pose authorized by law. 

(D) To health-care personnel, to the extent necessary to meet 
a medical emergency affecting the health or safety of any indi- 
vidual. 

(2) The name of and other identifying information regarding any 
individual patient or employee of the Department, or ainr other in- 
dividual associated with the Depe^ment for purposes of a medical 
quality-assurance program, contained in a record or document de- 
scribed in subsection (a) of this section shall be deleted from any 
record or document before any disclosure made under tiiis subsec- 
tion if disclosure of such name and identifying information would 
constitute a clearly unwarranted invasion of personal privacy. 

(3) No person or entity to whom a record or document h^ been 
disclosed under this subsection shall make further disclosure of 
such record or document except for a purpose provided in this sub- 
section. 

(4) Nothing in this section shall be construed as authority to 
withhold any record or document from a committee of either House 
of Congress or any joint committee of Congress, if such record or 
document pertains to any matter within the jurisdiction of such 
committee or joint committee. 

(5) Nothing in this section shall be construed as limiting the use 
of records and documents described in subsection (a) of this section 
within the Department (including contractors and consulhmts of 
the Department). 

(6) Nothing in this section shall be construed as authorizing or 
requiring withholding from any person or entity the disclosure of 
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statistical information regarding Department health<are programs 
(including such information as a^regate morbidity and mortality 
rates associated with specific activities at individual Department 
health<are facilities) that does not implicitly or explicitly identify 
individual patients or employees of the Department, or individuals 
who participated in the conduct of a medical quality-assurance 
review. 

(Added P.L. 96-385, § 505(a); amended P.L. 99-166, § 201; P.L. 102- 
40, § 402(bXl); P.L. 102-83, § 4(a).) 

(c) For the purpose of this section, the term “medical quality-as- 
surance program” means — 

(1) with respect to any activity carried out before October 7, 
1980, a Department systematic health-care review activity car- 
ried out by or for the Department for the purpose of improving 
the quality of medical care or improving the utilization of 
health-care resources in Department health-care facilities; and 

(2) with respect to any activity carried out on or after Octo- 
ber 7, 1980, a Department systematic health-care review activi- 
ty designated by the Secretary to be carried out by or for the 
Department for either such purpose. 

(Added P.L. 96-385, § 505(a); amended P.L. 102-40, § 402(bXl); P.L. 
102-54, § 14(dX4); P.L. 102-83, § 4(a), (b).) 

(dXD The Secretary shall prescribe regulations to carry out this 
section. In prescribing such r^ulations, the Secretary shall specify 
those activities carri^ out before October 7, 1980, which the Secre- 
tary determines meet the definition of medical quality-assurance 
program in subsection (cXD of this section and those activities 
which the Secretary has designated under subsection (cX2) of this 
section. The Secretary shall, to the extent appropriate, incorporate 
into such regulations the provisions of the administrative guide- 
lines and procedures governing such prc^rams in existence on Oc- 
tober 7, 1980. 

(2) An activity may not be considered as having been designated 
as a medical quality-assurance program for the purposes of subsec- 
tion (cX2) of this section unless the designation has been specified 
in such regulations. 

(Added P.L. 96-385, § 505(a); amended P.L. 102-40, § 402(bXl); P.L. 
102-54, § 14(dX4); P.L. 102-83, § 4(b).) 

(e) Any person who, knowing that a document or record is a doc- 
ument or record described in subsection (a) of this section, willfully 
discloses such record or document except as provided for in subsec- 
tion (b) of this section shall be fined not more than $5,000 in the 
case of a first offense and not more than $20,000 in the case of a 
subsequent offense. 

(Added P.L. 96-385, § 505(a); amended P.L. 102-40, § 402(bXl).) 
SUBCHAPTER H— INVESTIGATIONS 

§ 5711. Authority to issue subpoenas 

(a) For the purposes of the laws administered by the Secretary, 
the Secretary, and those employees to whom the Secretary may 
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cecordi nratectedby 35 U.S.C. S705 end 
the regulaaoosin SS17.80athrough 
17.S 11 since the lerlews are not. 
andeitskBn as psxt of the VA‘s quality 
assunnoa program. - 
(Audiacltr.9aU3jC.870SlV.. - 
' 117.002 .Af^iffeabOttv of otturstatiitM. 

(ajDiacVosuraolqpiality assurance 
racc^ and doemnenta adiich are not 
confidential and privUes^ under 38 
8705 and the oonfldsntlaHty > 
raguletlona hi K 17.000 through 17 All 
wUlbetovaBredWdw'BfoeWonsof ' 
the Reedom of Inwnnanon Act, and. if. 
^pUcdble* the Prlaeqr Act and any 
other VA or federal confidentiality 
statutes.- -'.i.-'- - ' 

(b) Whan teduded in a quality - . . 
assuxence xeview, confidential recoeda 


therein outside VA, wham psnnlttsd by 
the statute and the rsgulatioss in 
SS 17A00 through UAtl^irill always 
'be by copies, abstxacta, or 

simiW teooRb cr dodisuhta'prnaied 
.by the Department of VatannsAodis ^ 
and raleaaad to ^ requsittor. The 
original con flidentlal «id pdafleged' 
quality — r»rr>wt« 
oocumenta vrlU not baiemovad horn 
the VA facility by any pfftmi VA . 
empl<tyeaorotlimwiaa,sDioeptln 
aocoxdanoe vdtb S 17A0^c) m Where 
cafaezwlM legsUy requind. ' 

: (b) Diaclosuia of cnnfirtsnHil rod . 
privileged quality assurenoa records and 
documttita to atnhorixed indivlduala 
under either S17A08 or flJAdO dull - 
bw the Cellowlng *fTheee 

documents or xeondafcrlnlbBDation * 

mtm ■nii 


ptlvile^ under SO UAXl 5708 and the 
legttlauona in || 17A00 throng 17311 
.wUl treat the finding views, and. ^ : 

■ciloat relating to quality, assurance in' 

M , .. . 

(b) All iiuUvtduals who have had ■ 

'af i ea aa to fWwe* H— •• , 


atatutea sucm ea 5 UA.C 5S2a (the : 
Privacy Act). 36 CJA.C 7332 (drug and 
alciohol abuse, aidde cell anemia. HIV 
infection), and 35.UA.C 5701 (veteraiu* 
names arid addressee) retain tvfaataver 
confidentiality pratoctiatt they have 
under theee laws and utpUceble 
xegulatlima endwiUbelundlad - 
eooordtagty. 1b dn extant that 
Info r me tt o n proiecs e d by 35 UA.C 5701 
or7332erdwPiiveeyActta -- 


records. duInfoniuHonlri flu quality 
eaeurance records la still protycUd by 
these ststutes. ; - *♦' y-*' • ' 

(An^ec^Sta&c'sTOS) . V * >' 
117303 Iwprepsr diecloniie.- 
(a) hutyco^ tfiedosaie Is the 
d iscl o su re yconfidentisl and ptivilsged 
heelflkcne rniaUty ■ssuxanoe review 
recoeda croocaments (or information 
contained therein), as defined in 
.S 17301, to iity person who is not 
euthorinsdsccsss to the records OT * 
documents undsr die statots and the ' 

"^KT^Soeure" meensSs*^ 

mmii mw faaHnn, hr 

. conveyance In any way of eity 
mnWAiHal uid ^viugad quality 
' assurance records or documents or 
infonnatlan contained in them to any 
in^vldual or organlaarion In any form 
byanynieana. ' . ■ 

(AuthorityMUAjCSTOSr '7 V •. 


. thereofi and the iffiplamenting - 
legulatlona. This material shall not be 
disclosed to anyone with^ - 
•uthorixatloa as provided for by that 
law or the r^ulatioas in S$ 17300 
' through 17311.** v 

(AutborttySSUAcWw) :\0 ’' . 
117305 Diadoaureeuthorfdeik . 

The VA medical &cilityDire^, > 
Regional IMrector, Unda^ecMtary far 
Health, or duhrdetigneea ate autnoriied 

to AaAl— a»ty »wt>Mat.Hattni 

. privUagsdqualdyaisarenoeieoar^or 
. docuoMttla uadac duir oontr^ to other 
'iMnciee, orfudattoos, or IndMduela 
where 35 U^C 5708 or die tegttlafiaos 
In H 17300 throiq^ 17311 soffessty 
provldo far disdorae. 

(Authority M ulic *705) yr.- ' 

117305 Appsiel ef a\lsiiw ity Vsismie . 
Heatth AdeiMstreflon le Oany dtoeleeura. 

' Wheat request far teco^ or >..> 
• Hocumants aufalom to fMulialfMia IB 
- SS 17.500 throudi 17311 It dnied in 
whole or in part by ^VA medical 
facility Director. Regtonal Director or ' 
Under Secretary far Keelth»^ VA 
official denjring the request in whole or 
.In pert will norifadu requestor tn ; 
writing ofthaii^ to eppeel this 
dedaiott to the Generel Counsel of the 
Department d Veterans Affdre widiin 
60 days of the date tdtiia dsolal letter. 
The fijptl Department decision will be 
made by the General Cou^ a tbs 
Deputy General Counsel ‘ y y 
(Auflority 38 U3C. 1708) 'I - 


confidential snd'privilegsd under 38 
U.S.C 5708 and ua reguJadooa ilk 
i§ 17300 throudi 17311 will not \- 
, disdeee such tecorda or fai&anation ■ 

. dierein to any pMBon or drganlzatiim 
•fim voluntary CB ffivnliuhtaiy ‘ . V< */ 

tralfuirton pf 

VA.,,- 

, (Authority 3* U3C. 5TO) 

117305 ‘^rm nr Tpiailtr miisinf it 
wcorOeniddoc Mm iwtiw Wh lwiheigi wc y. 

. .fal /ppWMtonnMWAii^i^.! ■«4 •. 

. privUeged quality esei^ance records and 

itorwwMin tK wtti^fn Departufttl 

num.^ to thb Mctlim U iMtiicIwl lo 
VA employsas piw.ttniiwg censuhants 
and ccrntrsctors of VA)s^ have a need 
farsuchinfannadontopiffaimdiflir - 

g w wto ipjint Af ra-witTfjHial >- i''. 

toapftnrihlHHa* mi wtfa ■utlinri^ 

■cceaa Ity the VA medical facility 
Director, Regional Director, die IJndtt 
Secretary far Health, or.thair designers 
- orby thetegulationatn$Sl7300 
thr«^1731l. . V 

(b) ,To faster continuous quslity ' ' 
'‘improvement practitionere on VA loUa. 

wlmdiar paid or not wiU hm access to 
ennWAfiHri anii ty^Mty 

eseuranee records and oocuBMOts v . 

to— 

provided. Q- •• ^ 

(c) AnyqiaUtyaasuivmzeoQcdor y: 

Hal m»A 

♦.•privileged or not nay be provided to . 

■ dwGenscilGounaeloranyaltesney y 

within die Office of General Gouni^ * 
wherever located. These documsats 
ntty aiio be provided to a Depaebnent 
'ofJustloe(Ddj)attoii^%riMia M.' 

- in wrigpHng » p1»lin — j -irttoti Hal pl*lm 

tgainst the VA or who la ptapeting far 
litigation involving the VA. u necessary, 
sutm a record or document mqr be - 
removed from the VA medical facility to 
' die siia where the (jenaral Counsel or 
any attorney within the Office Of 
General Counsel or flW DOJ attconey U 
conducting an *4g«*ro n or 


117304 Dieeloeiffe methods. f 17307 Ewpleyee reopW ia faMMea. 

(a) Iheclosure of confidential and (a) All VA employees and other 

privileged quality aasurenca records and indivlduala who have access to records 
documents or the Infbnnatlon contained detlgnaled as confidandal and 


. (d) Any quality aaeunhce.iecma'or . 
document or the contained 

whether PA«Bdgi^Ha1 Mwl 
privileged or not. will be ptovi<fad to 
the Department of Vetaiana Affairs 
Office of Inspector Gnoetal upon V . ' 
request A written request is not 


(e) To the extent practicable,' 
documents accessed und— patagieph 
(b) of dlls section will not include tne 
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«fi6iu will M made to edit docottenu 
Mas to protect the ideotitlM of - 
l e vto w eia * bat the Inablli^ to 
bo^letely do eoji^ not ou eocm 

' ecbeta to confidential end privileged 
<niall^ amrance ledorda end: „ 
oocumeots identlfled fir S 17>Mi unleai 
auch individual hM ben infoisred of. . 
the peDialtiec far ohauth^aed '■ 
dieaocuie.' Any mtauae of MnfidntUl 
and {nivUeged nellty efcuranoe lecorda 
or documents aball M r^Mttted to the - . 


ngaged in healthcare proem adivltiM * 'farpQrpaee anfiiotlzedtmd^lawbe . 

. ||i,3a„d to a dvil or criminal Uw . 

enii^Miant gpvOTmental agency or ‘ 



-def. Medkal Center Otoedar..-^ 

,, ((J Til gwetil’ rnnBilantlil and. . 
j^vikgad qoalite aaanmoa raooida and 
documanta will be maintained far > 
mlnfamiinofS yean and maybe hdd.^ 
longar if neiided far xeeeardi atndlei or 
yiahty aaaurahce or legal purpoaea. 

V ; ’ 

flTior deefaeuwa Wen« 

Dipertniiil oC^VMirane AfMia fodieaiaa 
•M; (aj iai oanfidendd and " 

’ privileged quaU^ aaauranoe noorda and 
doeuffleota ran organizationa or > 
Indlviduala outaide VA miiat be made to 
the Depaxtman ^ muat apediy the 

•twi q f Iwfcni aH /i ' ' 

‘ foqueated. to whom the infarmatton ^ 
*''*'" *' ** ^ ***^ n r^i**^^^***^v ***^ 
tbapopoaelteted'Inpaiaar^balM -^v 
thfo^fflofddaeacttontewfilAthe- 
infannafian leqnpatnd will b» naad. In' 
addidan, IhoraniaaiiQr win apdef^ to' . 
the axiont poadue Owbeglnnfniand 
llnaldalaaofdw^adodfarwhA'*- 
dladoaure toiaaii afa w i^nwatod 

l^>Se i eqi»edto.B!i^pi^i|w^ 
parapapha (b) and oftUa aaetfan; * 

OMes teipaen ahbuld be forwarded to 
tbePlre^tf the facH^yfitfiwaamf on 
oftheradadaordocdmentalor- .t'- 
mponae. Ibe prooeduxoa oudlhed in 38 
an 1^00 through 1484 win be 
fellbvred whwe wphcab* 

(b) Dledonre anaU be 
Fed^agandeia 
requeattopi 
haalthcaiei 
haiaithcerac 

nd related acttvittaa wttothe!-'-^T: *; 
lequeating aigaodn Any Fedaral agency 
may appfy to the Dhdar Secretary far - - 
Hedth tor approval If the VAd^dea 
to paztldpam in the heahhcaio program 
.withtherequeetar.tfaerequeating*' 
agamy win enter into an agreement 
with VA to encore that the ag B iu.r and 
Ita daf^will enaore the confidenoallty 
of imy qualliy aacuxanoe leoorda OTr 
documenta niared with die agency. 

(c) Qualified peraona cr oi^nizatioha. 


ahall* tmon requact to tnd'appronral by 
the Unoer Secretary far Raaltn, Raglooal 
Director, medical fadllty Dfiedor. oc* ' _ 
their iladflTiaoa have arreea tn " - 

confidanttal'and privileged mescal ^ ‘ 
quallQr aaauranoa reootu and* 
oocumn&ta to pannit VApaitidpiliQn'. - 
In a heahhrifa actfvl^ vrifa dia*^** . t ‘ • 
requMrtor, provided th8t no ribaida or . ' 
documenta'are lamoved fioih dm VA*'' ' 
ladli^ in poeiieccifln of die lecordn' 

(d) When a requeat tmdar paragi^ha 
(b) or (c) of thfa aacdon aemeema aoeei la 
to reaaarcfa mnpoaea, tbit xe^ieaC^'t ' 
togediar with the reaeaich plan or vV' 

imW Ai * pp iw ii WtKy tfiit V . 

Ihreetor of die VA meo^ fadl/y . ThiK' 
VA medical facil^ staff togetKer vdth' ' 
tha qualified pateonia) eondncdna the’ ; 
rea ea i c h shall be reeponafiile tomaT . 
praaervadon of die anonyini^ of ffie' 
parteOta, diertta, and piovldara 
shall not dlaawdnata amf laoorda or^ 
d o cum a nt a vdild Ida^W sudi " v*'*- \ 
indlviduala diractlv or inoltecUy ' 
without the indivioual'a coneenL Ibis' . 
applies to the handling of dati Or ; 
iiitoinetian as well at rapafdng 

A# Owitlii j a ‘ ’ 

l e quham anta am in addldon to otter ' " ■ 
mdlcAle prdiecdona to fba leeeerdi;': 
•r’fa) Mtv&ahy k U idH ied patki^*' 
medlcel record tofnriM t k mwhhhy 



.^diaiMdiimur- 

'mlleabfa law with theprotecdon of 
'pttblic healdi or aafaw, Including Btata 
liiwnjdngiBid«daripiinety*egep<it^tf 
wdtito raqnaet far andi mondt or 
d bc \ifOent e la labefeadficm an official 
offuidiattorgaiilatfan.Tliareqira ' 
must ^afa tha puxpoaa audiarlzad by 
law to which tha tacorda will ba UM 
Tha UnitoSecmtaiy to Health, i*^ 
BegfanalDlmctor.medicalCidlity— . 
DMctor.'dr thalr iteilsivlea will < 
detaraSicia die extant to %idiidi the; ' 
tg dfadoaabla.' "* •’ >**’ 
(hlFOdwalagnictoadiafgadwlth • 
preteednadiapubllbfasalthand^ 'T 
waUnatfadanlandprlvamagahclaa ‘ ' 

idikh eaigtoa'itt vanout mooltoting end 

M^ndble to boanauia ^faSvi dual 
beaBhcam farilitiee orpiop eme .end 

rffwiW twill Imi ^ 

oonfidandel anfi privileged quaUtfr^v^ 
g nimn eOTecorde end documenta if a- 
wiittan mquaat to euch taootde or % >« . 
docnmente la raoelvad fiom tn official . 
of an oiganlxeticn. The request *x 

' mum state the purpose to Vdiloi tha 
leootda will be used. The Under ya' 

Secrafeaiy to Heehh, Re^onel Director^ 
medfad facing Director, dr thdr * . /x • 
dedjjiiwawfll fielannine the extent to • 

• — l .l rf i Mf, ■ 

’*-r tiwi - 


providbdtothatatalnto. v 

(0 under paraipiqh (bh thn Uhder;c.‘ 
toiiaaittiorderfgnauor;-* 
midm tMiagraph (d< the Un&r ' r* 
Seoiteiy far aeehh, Regtonal Direcum 
medical fadli^ OimceQr. or thdr ' ■ ' 
d a elyMw e m^ apptu ra.a written mquaat 
Ifitmaatatbafufawlngoritaiia: • y . 
. (IJPartlclpotfaBbyVA will benefit 
VA pedant carat or - '‘• 

(2)Participad<mly VA willenhancat 
VA madicd laaaatch: OT' 

* (3)Participatlooby VAwifl anhanoa - 
' VA haalth MTvloaa rasaardi! or ' - ' ’ ~ ' 

- .(tlFerChdpadan byyA wipenhmioa'* 

VA k—Wij.— 

devalopment'acdvidea; or 
(5) Pnddpodon ^ VA wiU'enlijuDoa 
related VA healthcare program 
' acdvidea; and \ '' 

.(OlAooaaa tothareoaMbytha:^ ' V .. 
reqiMatoiarequirad farVAtd ■ 
parddpate in a heahbcare program with 
the lOTueater.' . y V 

notactad quality tamranceT'V/' 
mogrda or (facumanta, ihdudlngmcorda 
pertaining toe specific individual, wffi* 


bomda and othar oagentadona! 

aHfic8gMll|iaa oa^jaaniy eeaurnncst 
progmmacHvilfatortooattsiilt L 
iagerninglhaaepriiueiniamwilldadto* 
.diatlnawa of ownBoaridal andprivUagad 
mtanca documanta with dw . ' 




(1) Aocradltadfln ageadaa whidi am 

chanedwidiaaaaaaingaUaapactatrf: 
medloBl faclQ^ patient care. a.g., . 

ICAliO.'mn hnva aooeia to all ' 

cwaifldaintial and privileged quality . 
iSfiin i iina racorda and do cuma nt a. V- 

(2) AoowlltadoB uandea diazged ' 

” wldi more narrtwtymcaaad mview' " * ' 
*(e.g..'G0ll^ of Aflurican Pethologiria^ "r 
• Americah Aaaodadoo of Blood Bmka, J * 
, Nuclear KagidatacyCoitoitari(mrelc.l 

m^ hava'tooeaa cnly to such ' 
oonfidoitlal and privileged xecmda and 
doctmuiria are relevant to jhc^' . . 

' essunnce rOco^ and documenta shall 
' be taleeeedfa the Goienl Accountlsg' 

‘ Office If ao(h records or documenta ' 
peitain-to any matter within its ‘ ' r . > 
juriafficdbo: - ' ^ i • 
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. jM C o nt fa tonH i l MtTll«gri miiUty- ' ENVIROmiEHTALPBOTECTION 

mtirtno mnnird« rtnrmwmta • ' AQEMCY' - 

.b«f»toa«idtobe«hVA*ndi«tt-VA ■ ' • ” . • ’ . 

l^t^trepflKKmiMrapoarKiiiMtto T''|' '40CFRPVt63 • . 

tlMcx^tnaoBcucy tomaetftinedicai ^v.i■ • ;*' 

•mftigtttu^aCEKtittgthAbMlthatub^ 

Dfany indUvtdiuL * . \ 

^ MForiny^tiun aidii undir •• ■ *»f 

infamutinn ra garriing any ^ 

yApBtiMt.«iiipIbyw,<jrolhar . T?! 
lndividtt«^«siQci■t•d ¥ifi& VA 
daiatod from coy and*'' • ' 

pHvlla^ T>*Uty asauiaoca noord or* 


,1.' Badqpvtti^ -? 




On Apxil 22. ISM |59 FR 18402). and 
)\ioa.6. 1894 (59 FR 29186}. tba 
EnviraunantalPjotactlon Agency - 
promulyted in tha Fadenil Ragi^ a ' 
NESHAP for thaay^aUc organic .u^ 

chftmieal twHi^Ttiy. 

for aavant cAhar ptocaaaaa niblact to die 
a^pnmt leaks p<stian<^ tha nila. » 


MTIQK Nolica of paitii^ sUy and 


documaot bafoco any dUclosun un^to 
diaae quality aasuianca'ragulatioiis 111 - 
:H 17.800 Onpu^ 17 jli Is B|ada,£r.. ' ^ ^ 

diaclpsuio ^aodi naira aod.idaatlfM ' isooDnidmtiQiL 
- infrxmadoQ wouM ooQstituto a clwriy 
imwaixantodIttTision of personal ' V- 
pllTpcy. 

(m) Oiadosira of tlto 6an£dimtlal «n^ 
privileged quality assunnca nmadii ^ 

‘doqiinanta tdeo^ed in % I74jbl will ' 
a^ba made teany individuti or (jgnnqr 
.tnrill &at ladiridual cr Piracy hBjn)etti 

'infonradoftbipenahiasfor ' < — -• 


PoQutanta Prom tha SynttNMtc OrQaiUo 

-#S,mdi»oc»nmoiUynfcri«Ili>Wui. 
- baiardoito Mganlca NESHAP, or the 


- • -.. .‘ iv V 'Xi.' naiaraoito Mgamca russHAP, or the 

- aiaeneY! - HpN. Section 63.100 oCtha nde "-.^'rrt 
. ABancyCBPA}. ' " ' f providea that the rule U ippUcabla to -*■ 

'f. - ■ chemical maoufochiring nrocan units 


WWff : Today’s action announces a 
partUl 34 Bonth stay ofcetfoin natfooal 
amtsaloa stahdaids forliaanlous air . . 
poUutantafot certain sources. Tlia % 
affectlvanass of the *7{atianal Emission 
Standards tor Hsxudc^ Air PoUutaBts 
for Soured Csi^gotfosfO^anic 

^ Hazardous Air Pollutants froh the 

(Authority; 38 U-S^ S70S) ; Ptocssm. S ub}act to th. Negotiated 

■ 1 -^— ^ Reguletlon far EtpiipmentLeehi" (April ' 

.-22.t9)M)eBdlJie6,18M) ■ 

' ;’.NopentoBaient^torriieiii*t|uelity '(ollecdririybam'aaebe’liezudous 
eenueaoeneaederdiicuiiieBtliubeea ~ 0 (geoictNESHAF" 6 rthe'*HO<'% - 
; Jledoced'iaider f irM» or f 17M9 ' nrititUitg the endkibb raanpit i nw 

r--riia!linaiaiftBriwrdiscfoai&o<tfsiidk' •-^T'dttes» hi sh^yed wr 3 months paadira . 
noacdradacnnieirieiacaiitaapn^^ w «mrid a K ariott.ThaEPAtai|at^«tttt 
forlB38U.S3C.870S^tlieiwulatians •t^^rPununttoClaanAkActsecdra. 

rough l741^^yW* 3qn^7XP)8 42U.S.fi..780ndH7KB). 

. wfaldi noiHidaa tha Administrator 


chemical manufteturing pneasa units 
•Uiri,aaumg other reqttaemanta.S» * . 
i,locatadrilaplenttttethatfaaiaa|ar'- 
aouroaasdraaadinaactioQMllalof ' 

Sectlcm it2(a) of d^Act 
.Tmajor souica'’ as “toy stadonkty ‘'I*?.: ' 
lotiiitoorgroup'ofstatiotia^ 7 

: located within a contiguous area and ; 
under oomnwmicotttroi that emits w has 
uthepo£nttiilto«iritccmtid«iing' '7 - 
contnds.inthei^e^te,.iOtonspw * 
.^year or more of any hazardous air - 7 v 
.pollutant or 25 tbns^ year oir moie of 
)fnazajrdo\u 


-;in fs 17.^ tibxpugh iF4i1:;;7 :. 

• (Aa^hoc^MO^ : 

■:.t I7.nt ^OTMtOaa r-7 VI; 

^ ^ Any parson hfonl^imfoat a ' - ‘ ' .. 

- &i fatni«nt <g«eet»dtoa iaw«AdimH^^ 

todprivilagiadquaUtyaantzehce ' 

docuiaantorieoorddesGtibedla - 
S$ 17.800 through 17411 tod wilUully 
< diacloaas sudi c o nfi d ent ia l and v' 

7 ^vilagad quality assuitnce iseord or ' . 
■ 'docum^ Or to famati ra amtaf nwd *7 

fonrein. aaBe^ as authorized twr 38 '*■ 
..tl.S.C8708^tiiaxegiariiaoaia T>' 
IS 17400 thraogh 17411; riudl he 8^ 
notmbrothanSSeOOOiniitoa^ofa '* 
first ofiianM and nert mom thto 
in tha case of ea^ subsequent nffwnM, 
’(Authocitj^ 38U4.C6705) ..i*;.-..’;.;.- 

Po& M-263t0 Filed ItMt-M: 8:45 ^ 
*7«uaiacoocem.ei>. *',1 "-V- -7 


ittU dJIcqi iS^de^^ 7-4 7c ’ 

^'Eleairiiare in tha Pre^tosed Bute V. 
Saetto ^ toda^Fadaral RagistarSA 
- pr o po e u e to dafof eompUanica with the ^ 
HON for aouroas raaating certain • 
criteria, and to axlend tra compUanoe ■ 
data for souroee afiectad by tooay’e etay. 
i for aa long aa irnacassaty to complete 
the rularaaldoggruiting this dafomt. : 
.. This itqr affocts poly thoea.scmicas^ 

■ for wbidi toe owsm Cfr'Opanifor mskae 


any combiiution of hazardous air ... 
pollittanta * stationary sbura 

' ^et not emit, or have the ^ential 

to emit, tfroamiinthies. Is defined by 
Ax2 as ra^^iea squroa."(^ March 
18, 1994. EPAproa^^atad. to sub^ 
Ato«}<^p^83,’adidtoidQBm 
rpttontial to anih.'* A'kiy asi^'of the 
potential to afnhdaflhitioiitotbet 
.mtrictilonsa^jto fMUundly 
anjoticaablae ."^s* *'!**^ - 4^. f ^ ^ * - 


' the EPA U to toe process of dariiytog 
tha admtoistcahve procedures that can 
be used by souroe ow^s and operators 
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Dr. Garthwaite. We’ll try to fight through the legal issues here. 
But it is our intention clearly to give every patient their complete 
medical record if they request it, and to provide a complete medical 
record to any other practitioners they wish to have treat them. 

And that has always been the case. The problem we get into is 
that other people occasionally request the records or it’s sort of by 
word of mouth, and then we inadvertently release it to someone 
they don’t want them going to, and it causes all sorts of havoc. 

So our biggest problem is training all our staff not to let them 
go without a signed consent. Because I don’t want my medical 
records, and I’m sure you don’t want your medical records, being 
given to just anyone. And so it’s a fine line between protecting the 
confidentiality of the patient, which is a critical and important part 
of trust, and allowing the records to get to where they need to go. 

We apologize for it, if, in any way, we’ve gotten in the way of a 
patient getting the record to where they want it to go. 

Mrs. Chenoweth. Thank you. Doctor. 

And I just have — I notice the yellow light, and I just have one 
more very quick question. We have had a multitude of complaints 
come into my office about not being able to get medical records. But 
I just want to ask you would you judge, from your professional 
work, that a sudden, severe onset of abdominal pain; sudden, unan- 
ticipated, uncontrollable bowel evacuation; sudden, severe head- 
ache; and a loss of consciousness that was sudden but prolonged; 
and then followed by eruption over the next few weeks of subcuta- 
neous but benign lesions, multiple, in the forehead 

I bring this up because the patient I’m talking about here was 
asked to go to a mental health hospital to have this kind of phys- 
ical ailment taken care of. Doctor, my concern is that — I wonder if 
there isn’t some sort of threshold that we might be able to meet 
soon that if a patient exhibits even one of these symptoms that 
could be related to Gulf War Syndrome, that immediately the^re 
put in a classification of Gulf War Syndrome victims and treated 
with immediate attention. 

I think that’s what our veterans need, what would help satisfy 
me an5way on this committee; and I’d like to work with you on 
that and the Chairman. Of course, this is at his pleasure. But this 
threshold is something that I think is really needed, because 
there’s so much frustration now mounting out there in the field 
where the rubber meets the road. 

Dr. Garthwaite. Sure. It’s a great concern to us if any veteran 
goes to a VA medical center and has less than an ideal experience. 
Individual cases we’re more than happy to review, and we can do 
that at the local level; and we can get involved in Washington, if 
that’s important. 

But we’re very interested in that. As we enhance our computer 
capabilities, I think the ability to have a veteran walk into any VA 
medical center and to have us know basically what’s wrong with 
them and take that into account as we treat them, is becoming in- 
creasingly possible. 

And we’re excited about some of the developments we’re making 
in those areas. So I think that if you go to the same place presum- 
ably and the medical record is immediately available, then it 
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should be possible to understand the background that goes with the 
patient. 

And we’ll continue to work through those issues. And if you have 
specific ones, please let us know. 

Mrs. Chenoweth. Thank you, Doctor. 

Thank you, Mr. Chairman. 

The Chairman. The gentleman from Texas, Mr. Reyes. 

Mr. Reyes. Thank you, Mr. Chairman. 

I have a few questions. One of my first questions concerns the 
region of the world where this all occurred. And since there has 
been — or there have been incidents in the past — for instance, the 
Iran/Iraqi war where they used extensively both biological and 
chemical weapons and are well documented — is there not, in the 
Department of Defense, a division or a department or a section 
that — whose responsibility it is to research and anticipate some of 
these types of chemicals and weapons that might be used against 
our troops before we deploy? 

Dr. Joseph. Yes, there is. I’m not aware that there’s a known use 
of biological agents in the Iran/Iraq war. Chemicals agents, yes; but 
that’s not really your question. The Department has, on the medi- 
cal side of intelligence, a quite sophisticated capability to know 
what is where and what threats might be expected. 

Mr. Reyes. In this particular case, before we deployed to the 
Gulf War, what — was this system in place and activated; and in 
fact, is there a record somewhere of what was anticipated that we 
would run up against? 

Dr. Joseph. Yes, yes, yes, and yes. There was great anxiety and 
concern at the deplo 3 Tnent about the risk that the troops were fac- 
ing from chemical weapons. In fact, that’s probably a major issue 
in many of the symptoms of people sitting under that risk for 6 
months. 

Dr. Rostker. Our troops were extremely well prepared. For ex- 
ample, in the 24th Infantry Division, they didn’t wear regular utili- 
ties. Their standard issue was gear that had carbon inside of it, the 
standard chemical gear. And that’s the way they went into battle. 

Same way with the Marines. In fact, we were probably so primed 
that we were seeing chemical agents in every cloud in every dust 
storm. And that’s part of the difficulty in sorting all of this out. 

Mr. Reyes. Well, and that leads me to my next question, which 
is the — I think the break down in trust given what has occurred 
post-Gulf War 

Dr. Rostker. Part of the break down — for example, we had a 
chemical alarm that was very sensitive. It was called an M-8 
alarm. We’ve demonstrated the alarm for our veterans’ service or- 
ganizations. Except every time you change the battery, you had to 
test the alarm. 

Several times a day, you had to take the little filter out of a com- 
partment and clean the filter. And every time you put the filter 
back, you tested the alarm. It was like a fire alarm in our house 
that we had to tend to two or three times a day. 

You get to the point where you’re not sure what to do with the 
alarm. We now are moving towards alarms that do not require us 
to sound the siren to change a battery, to change a filter. So there’s 
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a whole range of things that did not work as well as we had hoped 
they would have worked. 

Mr. Reyes. As a result of whatever this mixture or combination 
of things that didn’t work exactly as we had planned or antici- 
pated, the bottom line to a degree is that we do have a mixture of 
conditions or of symptoms that as a result of whatever occurred, 
maybe the battery was being changed or maybe the troops or who- 
ever was in charge became so conditioned to the fact that this me- 
chanical device was not working properly, that in that context, our 
troops did suffer exposure. 

Part of what, and I’ll just be perfectly frank with you. Part of the 
frustration that we hear from Gulf War veterans is the fact that 
they feel more than a little insulted at the fact that a lot of this 
is being blamed on stress. Commander Nier earlier mentioned that 
specifically. 

Then secondly, are we not at a point where you could support the 
affirmation that in fact a Gulf War syndrome does exist or that we 
ought to at least entertain instead of just blatantly saying, which 
is what I’m hearing and correct me if I’m wrong, that there does 
not exist nor do we anticipate in the near future having the ability 
to definitively say yes, Gulf War syndrome is in fact 

Dr. Rostker. Let me answer the exposure question. I think Dr. 
Joseph can answer the syndrome question. 

We would have to say today that we’re just not sure that we 
know that our troops may have been exposed to chemical agents 
at Khamisiyah. We are investigating all of the other cases through 
the veterans hotlines and others that have been reported, to try to 
understand the situation around the operation so that we’re not re- 
lying on a single report. We’re trying to put it into context. It’s 
those reports that we’ll be making available to you. 

So we are trying to weave this tapestry to get the best assess- 
ment of where and how our troops may have been exposed. 

To the issue of syndrome. 

Dr. Joseph. Let me say first that there hasn’t been, from either 
agency, a blatant or “off the cuff” no it’s not. The conclusion about 
a syndrome or the absence of a syndrome — which is much more 
widespread than just the two agencies sitting here — comes after a 
lot of hard careful work and extensive analysis. Whether it’s right 
or wrong, it’s not blatant or “tossed off.” 

Second, while I believe that no one in this room has experienced 
one, a chemical attack or an exposure to chemical weapons in any 
significant quantity is a rather dramatic event. It would not be log- 
ical to expect that had troops been exposed to a weaponized attack 
that it would have gone unnoticed. What we do know, from not 
only what people have written about but also from the First World 
War, and from what we know occurred in Iran, Iraq, and what we 
know from experimental work with primates at Cipra, we would 
expect to have a lot of very visible casualties. 

So what the issue comes down to, then, is whether there might 
have been sub-clinical exposures to minute amounts of agent that 
did not give rise to any observable symptoms at the time, but 
might be responsible for illness some months or years later. 

As I think we said earlier, the existing research base says that 
that does not happen; but the research base is inadequate. That’s 
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why we need to continue to do more research on that particular 
question, to see if it might be so. I think it would be very unlikely 
that we would have missed, or that people who were there at the 
time would have missed, an exposure of the type you have de- 
scribed. There would have been many, and many severe, casualties. 

Mr. Reyes. But you do agree that the possibility exists in the 
context of you know, what has been described as mechanical fail- 
ures and things along those lines. I mean I am asking could it be 
possible that we could have missed it? 

Dr. Rostker. Let’s take the alarms, for example. We would have 
expected that the alarm might have gone off and there would be 
other factors we could have looked at, physical factors in terms of 
sick people. 

If your folks’ smoke alarm goes off in your house, you don’t im- 
mediately run and file a claim with the insurance company because 
your house burnt down. You look to see where the alarm might 
have been, what might have caused the alarm. It sets you off. It’s 
exactly that. It’s an alarm. It makes you look, stop, look and listen. 
It makes you check. That’s what the alarms did in the Gulf. It 
made people check, but there was no corroboration. That’s what 
we’re trying to put together to either demonstrate that there was 
corroboration or demonstrate there wasn’t corroboration. 

We take the alarms, particularly the most sensitive alarms, very 
seriously. We’re trying to document what can be learned about the 
operations that these alarms were part of. 

Mr. Reyes. Thank you, Mr. Chairman. 

The Chairman. The gentleman’s time has expired. Now to the 
gentleman that’s waited so patiently, from Florida, Mr. Bilirakis. 

Mr. Bilirakis. Thank you, Mr. Chairman. In the interest of time, 
hopefully I won’t have to take anywhere near the 5 minutes, main- 
ly because Mr. Reyes almost like he was reading my mind, asked 
many of the questions, at least the initial portion of many of the 
questions that I would ask. 

Many of us, the chairman and I and others, tussled with the 
Agent Orange problem, still with us actually for years. I am not 
sure what we learned from that. Now we have this particular prob- 
lem. I don’t know why I have the feeling quite frankly, maybe it 
goes to lack of credibility, lack of confidence, faith, et cetera, but 
I have the feeling in the next war that our boys and girls might 
be in, we’re going to have the same sort of problems. It will be a 
new syndrome coming out of the woodwork. 

I just wonder are we prepared? Dr. Jackson, you were not in 
your current position back during the Gulf War. Were you? 

Dr. Jackson. That’s correct. 

Mr. Bilirakis. That’s correct. Dr. Rostker or Dr. Joseph have al- 
ready said they weren’t. In your opinion, did we do things right? 
Now maybe we didn’t have adequate research. Dr. Joseph talked 
about plowing ground and that sort of thing. But if the ground had 
been plowed prior to that point in time, was everything in place to 
do things right? Were the environmental people adequately coordi- 
nated with? Was your office, your predecessors adequately coordi- 
nated with and what not? 

I mean the Gulf War did not take place just like that. There was 
an awful lot of planning, at least from a military standpoint at 
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least, that went into it. I mean it was something that we could 
have adequately planned for. Maybe we did, I don’t know. 

But you know, this committee is focusing on, eind thanks to the 
chairman, on reviewing the health consequences of service during 
the Persian Gulf War. That is of course the function. 

But wouldn’t it be nice if we didn’t have that problem to deal 
with? 

Dr. Rostker. Sir, I would say we were very well prepared for the 
chemical and to a lesser extent, the biological threat, but particu- 
larly to the chemical threat. 

V^at we were not well prepared for is to fight the post-war bat- 
tle over Gulf War illnesses. 

Mr. Bilirakis. What do you mean by that? 

Dr. Rostker. I mean we did not have an adequate means of cap- 
turing where our people were, even at the unit level. So to this day, 
we are not adequate in telling you where a given unit was on a 
given day or where individuals were on a day, which is really very 
necessary to do the kind of epidemiological work. 

Mr. Bilirakis. In other words, we could not have forecast where 
particular 

Dr. Rostker. We should have been able to. 

Mr. Bilirakis. We should have been able to. 

Dr. Rostker. But in fact, the people who put the database to- 
gether have told us that they had a better ability to do that during 
Vietnam and World War II and Korea than they had in the Gulf 
because they had made some changes that actually hurt our ability 
to put that kind of information together. 

So one of the charges that we have for the future is to identify 
those cases and areas where changes need to be made, and make 
sure we put into place those changes. But there are other examples 
in environmental monitoring, which is better today. We collect and 
maintain serum samples which we didn’t do. 

I think Dr. Joseph can give you a number of things we do today 
that we didn’t do during the Gulf. 

Dr. Joseph. I think, Mr. Bilirakis, that many of the improve- 
ments we have made in force protection, medical force protection, 
are with the wisdom of hindsight. But one thing that I think we 
ought to have known to be prepared about at the time. That one 
thing has to do with a smoother and more intensive connection be- 
tween operational intelligence and medical. 

As I look back now in hindsight, I can see some things we need 
to do and things we have done in the process. 

Mr. Bilirakis. That’s really what I am getting at. 

Dr. Joseph. As I look back in hindsight and learn about how the 
links were made, or were not made, between the operational intel- 
ligence that was coming in and the medical coverage, care, and re- 
sponse, that we could have known better then that we should have 
done the linking better. Most of the rest is hindsight. 

Mr. Bilirakis. Well my time is just about up and this panel has 
taken a lot of time. It’s our fault, not yours. I appreciate your testi- 
mony. It’s been very good. 

But I guess, you know, I am looking forward to the day when we 
can have one of these, where is the next war going to be that we 
don’t know, hopefully never, but obviously these things take place. 
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It might be in the jungles of South America or something of that 
nature. We should have adequate intelligence and adequate com- 
munication and coordination of knowledge with the environmental 
people, with the health people and what not in order to be better 
prepared. Apparently we weren’t, in spite of the fact that this war 
was sort of a planned thing, that we should have been able to do. 

I am not trying to belittle it because I know it’s a heck of a lot 
more complex than my knowledge would impart. 

Well, thanks, Mr. Chairman. 

The Chairman. Thank you, Mike. 

I believe the gentlelady from Idaho has one brief follow-up ques- 
tion. 

Mrs. Chenoweth. Thank you for your indulgence, Mr. Chair- 
man. I want to ask Dr. Jackson one quick question. I assume that 
the inoculations for anthrax and botulism were okayed by the FDA. 
I mean that’s an assumption we can feel pretty safe with. 

The second part of my question is, is there any ongoing studies 
with regards to the cumulative effects of the inoculations plus the 
application of whatever it was that they put on their skin when 
they were over there to make sure that nerve gas didn’t affect them 
as quickly otherwise. 

So I assume that the cumulative effect studies are going on and 
if they are, I would be very interested in taking a look at them too. 

Dr. Jackson. Multiple different questions there. Quickly, I would 
like to quickly put in the next time we deal with this it’s very im- 
portant to have the blood specimens before, during, and after peo- 
ple go. 

When I was a young epidemiologist and they were going to send 
me off to deal with this or that, they took a whole liter of blood 
to make sure that when we caught something out there that they 
know what was going on with us. I think that’s very important. In 
the rush, the next time we prepare for war, people will begin to 
think it’s not so important this time around. 

The second question about vaccines, I know that the advisory 
panel to the sirmed forces has been dealing with how many are 
really needed, and what’s going on with these mixtures. It’s a dif- 
ficult issue because we certainly don’t want to put someone in 
harm’s way and then find out oh, we really should have immunized 
them against this or that. 

On the question of research, it is very important to look at these 
cumulative issues. It’s not easy research because of just the nature 
of when you start adding things up, it becomes very expensive and 
very complicated very quickly. There is some of that underway. 

On the issue of drugs and approval. I’m going to turn to my FDA 
colleague. Dr. Nightengale. 

Dr. Nightengale. Thank you. I guess what I can say is what we 
had done to help prepare DOD in this. We certainly had approved 
a botulinum toxoid for use through a special investigational proto- 
col with information to be given to the troops. I understand that 
that was used. 

As far as the anthrax vaccine is concerned, my understanding is 
that they did use an approved vaccine on the troop, a licensed vac- 
cine. 
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Dr. Joseph. The other agent, of course, was pyridostigmine bro- 
mide, which is an FDA-approved drug; but not approved for the 
specific purpose of nerve gas preventive treatment, because there 
is no research on that. We sought and obtained FDA approval to 
use that drug. That was challenged in court. We won in court. 

I would like to, if I may, take 30 seconds more? 

The Chairman. Very briefly, sir. Please. 

Dr. Joseph. When we get to this part of the discussion about the 
immunizations and the nerve gas prevention treatment, it’s impor- 
tant to say — in fairness to the people who were here then and 
made those decisions, and I believe they made the right decisions — 
we knew he (Saddam Hussein) had those agents. He knew we 
knew he had those agents. There was significant and well-based 
concern that he might employ them. The people who made those 
decisions then, medically smd the line commanders, made those de- 
cisions to try to protect the lives of our troops. 

I don’t think any of us would want to be in this hearing today 
knowing what we knew then, if we did not protect our troops as 
best we could with what we had and he had used those nerve 
agents. 

That is the balance that often gets forgotten in this discussion. 

The Chairman. Dr. Nightengale. 

Dr. Nightengale. Yes. Just to shed some light on actually the 
last statement. There is in the letter from Dr. Mendez, who pre- 
ceded Dr. Joseph in that position, there’s a letter that we published 
as part of our Federal Register notice when we put the interim rule 
in place that actually talks about the concern about the use of the 
chemical and biological warfare. I can give you that for the record. 
It’s in the public domain. 

Dr. Joseph mentioned briefly the pyridostigmine bromide. While 
it is an approved drug for other uses, this was handled exactly the 
same way the botulinum toxoid was, in that it was handled 
through an IND, an investigational new drug procedure. There was 
a specific protocol approved for the use in the Persian Gulf, which 
is under the framework interim rule. 

The Chairman. Thank you. 

Mrs. Chenoweth. Doctors, I just want to say that my main con- 
cern is, although each one of these individually were approved, the 
cumulative effects studies I think should be vigorous and enthu- 
siastic. I hope you can share the information with the committee 
as soon as possible. Thank you. 

The Chairman. Gentlemen and ladies, thank you very much. I 
am sure you can anticipate some questions in writing, if you would 
respond as expeditiously as possible, it would be greatly appre- 
ciated. Thank you very much for giving us your time. 

If the next peinel, number four, would come up. We have two 
panels and six witnesses to go. I would admonish the members to 
try to hold their questions as briefly as possible, please. 

We have Mr. Puglisi, the Assistant Director of the National Vet- 
erans Affairs and Rehabilitation of the American Legion, Joseph 
Violante, the Deputy Legislative Director for the DAV, and Jeffrey 
Ford, the Executive Director for the National Gulf War Resource 
Center. If you would come to the table, please. 
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Let me remind you that your statements will be included in their 
entirety in the record. If you can summarize, it would be greatly 
appreciated. We have another panel to go. 

The Chairman. Mr. Puglisi, would you like to start off? 

STATEMENTS OF MATTHEW L. PUGLISI, ASSISTANT DIREC- 
TOR, NATIONAL VETERANS AFFAIRS AND REHABILITATION, 

THE AMERICAN LEGION; JOSEPH A. VIOLANTE, DEPUTY 

LEGISLATIVE DIRECTOR, DISABLED AMERICAN VETERANS; 

AND JEFFREY S. FORD, EXECUTIVE DIRECTOR, NATIONAL 

GULF WAR RESOURCE CENTER 

STATEMENT OF MATTHEW L. PUGLISI 

Mr. Puglisi. Yes, sir. Mr. Chairman, distinguished Members of 
the Committee, the American Legion appreciates the oppor- 
tunity — 

The Chairman. Pardon me just a minute. If those people that are 
finished would clear the room, please, so we can move on here very 
rapidly. We’re running way behind time. Thank you very much. 

Mr. Puglisi. Again, thank you very much, Mr. Chairman and 
Members of the Committee for staying so late today. I know you 
have had a long day with the hearing this morning as well. The 
American Legion appreciates the opportunity to offer testimony 
concerning the final report of the Presidential Advisory Committee 
on Gulf War Veterans Illnesses or the PAC, as I’ll refer to it 
throughout my testimony. 

The Legion commends you, Mr. Chairman, for convening this 
hearing on a document that has and will continue to have a signifi- 
cant impact on how the Federad Government responds to Gulf War 
illnesses. 

The PAC’s final report is a thoughtful analysis of the Federal 
Government’s response to and the nature of Gulf War illnesses. 
The compilation of clinical and epidemiological data is the most 
complete and well organized on this topic to date. 

The PAC in its report has had a significant positive impact on 
some areas of the Federal Government’s response to Gulf War ill- 
nesses, notably the Department of Defense’s investigation into 
chemical and biological weapons exposures. 

The final report has a number of limitations or weaknesses, how- 
ever. Most notably, its inability to adequately evaluate the medical 
treatment provided to Gulf War veterans from DOD or to the De- 
partment of Veterans Affairs. 

I would like to talk about the greatest strength of the report. The 
PAC will long be remembered for the impact it had on DOD’s in- 
vestigation of possible chemical and biological weapons exposures 
of US troops in the Persian Gulf. This impact can not be over- 
stated. DOD maintained for over 5 years after the Gulf War, that 
there was no presence, no use, and no exposure of US troops to 
CBW agents in the Kuwaiti theater of operations. The three no’s, 
as now famously described by the PAC. 

DOD no longer maintains that position. It now has over 10 times 
the manpower devoted to this investigation, as Dr. Rostker talked 
about in the previous panel. The PAC’s aggressive and thorough in- 
vestigation and the articulate and damning staff reports sparked 
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the Pentagon to revamp its entire approach to Gulf War illnesses 
months before the final report was submitted to the President. 

I would now like to address two limitations or weaknesses of the 
report. The PAG did not find a causal link between many of the 
well known risk factors associated with Gulf War illnesses except 
stress. The final report describes in detail the well-defined and well 
known psychological consequences of exposure to traumatic stress, 
post-traumatic stress disorder or PTSD, and the subsequent poor 
physical or physiological health found in PTSD patients. 

However, except for two studies, PTSD does not appear as a 
major contributor to symptoms associated with Gulf War illnesses. 
This has been found by a number of epidemiolopcal studies under- 
way and completed conducted by the Centers for Disease Control, 
the Boston VA Environmental Hazard Center, the Iowa Persian 
Gulf Study Group, and the University of Texas. 

All of these studies, except the Texas study, carefully screened 
veterans for PTSD. They did find PTSD in some veterans. How- 
ever, all found veterans suffering from symptoms of fatigue, joint 
and muscle pain, headaches, et cetera, but these very veterans did 
not meet the criteria for PTSD. 

PTSD does not emlain Gulf War illnesses because those whose 
s 5 Tnptoms fall into Gulf War illness’s very broad category do not 
suffer from PTSD according to most of the peer reviewed research 
reported to date. 

The final report alludes to ongoing research that is investigating 
the link between non-traumatic stress and adverse physiological or 
physical health outcomes. This research is fascinating, and in its 
early stages. The final report recognizes this fact by carefully ex- 
plaining that “scientists are beginning to unravel the physiological 
connection between the brain and various parts of the human 
body.” Furthermore, that “some researchers suspect that the inad- 
equate production of stress hormones and stress response occurs in 
some, not all humans with chronic fatigue syndrome and PTSD.” 

Suspicions are not data or scientific findings. The PAC’s fi nding 
that stress is a likely cause of Gulf War illnesses is premature at 
best. One of the Nation’s leading PTSD experts recently com- 
mented that “likely should not be used by the PAC to describe 
stress, not yet.” 

Overall, the PAC’s final report accomplished the mission given to 
the PAC in its charter. Evaluate the Federal Government’s re- 
sponse to Gulf War veterans illnesses. In some areas, the PAC had 
a significant positive impact on the Government’s response, par- 
ticularly DOD’s investigation into CBW exposures. In others, such 
as medical treatment provided to Gulf War veterans, it fell short 
of the mark. 

Because its charter did not allow the committee to conduct origi- 
nal research, it could not follow up with Gulf War veterans 6 
months or a year after they received treatment from DOD and VA. 
Therefore, the PAC may have visited some centers and talked to 
DOD doctors and VA doctors, but they couldn’t find out for sure 
how effective the treatment Gulf War veterans received. 

The American Legion commends the PAC and its staff for their 
professionalism and dedication to helping Gulf War veterans re- 
ceive the care and answers that they deserve. 
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Thank you, Mr. Chairman. That concludes my testimony. 

[The prepared statement of Mr. Puglisi appears on p. 372.] 

The Chairman. Thank you, sir. Mr. Violante. 

STATEMENT OF JOSEPH A. VIOLANTE 

Mr. Violante. Mr. Chairman, Members of the Committee, on be- 
half of the more than one million members of the Disabled Amer- 
ican Veterans and its auxiliary, I wish to express our deep appre- 
ciation for this opportunity to provide our assessment regarding 
Gulf War illness. 

The issue of Gulf War illness is a serious problem, made more 
difficult because of its complexity, the lack of scientific/medical 
evidence, the failure to maintain complete military and medical 
records, the failure of the Department of Defense to come forward 
with critical evidence establishing the possible exposure to chemi- 
cal agents by US troops, and the conflicting reports and conclusions 
reached by various scientific and medical commissions and 
individuals. 

These are not new dynamics for veterans. However, the fact that 
there are still so many unanswered questions and so many conflict- 
ing medical opinions only serves to exacerbate the situation. 

Mr. Chairman, the plight of Persian Gulf veterans suffering from 
undiagnosed illnesses continues to be one of our foremost concerns. 
Of the 11,257 environmental hazard claims considered by the VA, 
slightly less than 1,400 have been granted service connection, and 
only 620 or five percent have been granted service connection for 
undiagnosed illnesses. 

DAV continues to suggest that the presumptive period be left 
open-ended until the scientific/medical community determines the 
cause or causes of these ailments. We believe that the passage of 
time has demonstrated the soundness of our position. 

We caution this committee, however, not to take legislative ac- 
tion that would trigger pay-go provisions of the Budget Enforce- 
ment Act. In fact. Congress should exempt veterans benefits and 
services from the pay-go provisions. 

Mr. Chairman, the most frustrating aspect of Gulf War illness is 
that 6 years after the end of the war, we are still unable to answer 
the question about what is causing these undiagnosed illnesses. 
Unfortunately, the report by the Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses does not provide any concrete an- 
swers to this question. 

While the PAC has stated that veterans clearly have service-con- 
nected illnesses, they conclude that current scientific evidence does 
not demonstrate a causal connection between so-called Persian 
Gulf illness and the environmental risk factors that veterans were 
exposed to in the Persian Gulf. 

The PAC report focuses on stress as a likely contributing factor 
to the broad range of psychological and physiological illnesses cur- 
rently being reported by these veterans. It is noted that based on 
decades of clinical observation, physicians recognize that many 
physical and psychological diagnosis are the consequences of stress. 
The PAC concluded that, “Stress can be contributed to a broad 
range of physiological and psychological illnesses. Stress is likely to 



257 


be an important contributing factor to the broad range of illnesses 
currently being reported by Gulf War veterans.” 

We note with great interest the statement that decades of clinical 
observations demonstrate a causal connection between stress and 
many physical and psychological diagnosis. For decades, the VA 
has denied any connection between service-connected post trau- 
matic stress disorder and most physical or psychological disabil- 
ities. Veterans have routinely been unsuccessful in attempts to ob- 
tain service connection for other disabilities secondary to post trau- 
matic stress disorder. 

Should Congress decide to rive VA the authority to provide bene- 
fits or services to children of Persian Gulf veterans, as suggested 
by the PAC, because of the adverse health effects resulting from 
their parent’s service experience, current VA programs and benefits 
will have to be cut to satisfy these new services. Therefore, we call 
upon the Committee to assist us in returning the excess Gardner 
Funds to VA for use by the VA to implement or enhance programs 
and/or benefits. 

In conclusion, let me state that the PAC report has offered im- 
portant suggestions and recommendations with regards to dealing 
with the current problems in health care and outreach needs of 
Persian Gulf veterans. Unfortunately, we are not provided with 
any concrete answers as to what is causing their illnesses. 

Mr. Chairman, we call upon this committee, the entire Congress, 
VA, DOD, Health and Human Services, and all other departments 
and agencies involved in Gulf War illness to continue to seek an- 
swers to explain the mysteries surrounding the illnesses suffered 
by Persian Gulf veterans. 

This concludes my statement. I would be happy to answer any 
questions. 

[The prepared statement of Mr. Violante appears on p. 380.] 

The Chairman. Thank you, sir. Mr. Ford. 

STATEMENT OF JEFFREY S. FORD 

Mr. Ford. Thank you, Mr. Chairman, and Members of the Com- 
mittee for allowing me to testify today on behalf of the National 
Gulf War Resource Center. 

We found that the PAC concluded, and I quote, “Most DOD and 
VA outreach efforts concentrate on publicizing the clinical evalua- 
tion programs, then referring participants to them — these efforts do 
not mlly educate veterans or sufficiently build their trust that the 
Government’s efforts to help them are comprehensive.” 

They have “not established clear pathways for veterans to pro- 
vide feedback about clinical programs and/or concerns regarding 
exposures; nor have they canvassed Gulf War veterans’ community 
regarding better methods of communication. It appears the only 
way in which a veteran can provide feedback would be through 
contact with the clinical personnel at local VA medical centers or 
military hospitals. This however does not appear to be a likely 
route for transmitting concerns to decision makers.” 

We veterans can assure you that his has been a serious problem 
from the start. In November of 1995, the PAC began visiting VA 
and DOD medical facilities. The facilities that they visited by their 
very nature are some of the better facilities treating Persian Gulf 
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illnesses, and does not reflect a true representation of the level of 
care nationwide. Yet the PAC found serious problems even at these 
facilities. 

At several referral centers, it was noticed that “the knowledge of 
level staff not specifically assigned to the registry or CCEP at both 
VA and DOD medical facilities was problematic. For example, the 
existence of the CCEP was largely unknown among staff at the VA 
facilities we visited.” 

They further quoted, “clinical staff not directly involved in the 
VA’s registry and DOD’s CCEP are not well informed about the 
programs.” Also, “at the time of the Committee’s site visits, some 
staff at VA medical facilities complained they were receiving less 
information about the program from VA central office than they 
felt needed.” 

The Committee fails to mention that many VA Persian Gulf reg- 
istry program coordinators also conduct Agent Orange, as well as 
compensation and pension appointments and exams, overburdening 
the often single individual. Therefore, Gulf War registry partici- 
pants receive least consideration. 

The PAC says, “The committee heard public comment at each 
meeting, citing insensitive attitudes on the part of the staff at both 
DOD and VA medical facilities.” 

“Frequently, these reports by veterans and their families cen- 
tered on a dismissive or C 3 mical approach to the veterans’ problems. 
The message received was that problems were not real or all in 
your head. Veterans who sought care after the Gulf War, but before 
the establishment of the Registry and CCEP appeared to suffer 
most from this treatment.” 

We veterans wish to know where are those veterans now, and 
how can the VA hope to repair this breach of trust and encourage 
these veterans to return to the system. 

Then I found this most interesting comment. “Most facilities did 
not designate a separate clinic for phase I evaluations, seeking to 
mainstream participants as much as possible and reduce the possi- 
bility of sjnnptom sharing.” We wonder if the PAC assumes that 
over 100,000 ill Gulf War veterans from across the United States 
and around the world have shared their symptoms amongst them- 
selves to conspire against the VA. 

From the first small group of Indiana veterans who came 
forward in 1992, a group that was dismissed as malingers, the 
s 5 Tnptoms reported have not changed. This seems to negate claims 
of so-called symptom sharing. This Government’s trend of discount- 
ing reports from our own soldiers in favor of reports from Iraqi de- 
serters, foreign governments, UN officials, and bureaucrats is 
disturbing. 

The PAC further found that “VA has no policies in place to sys- 
tematically address the concerns of Gulf War veterans regarding 
reproductive health.” “Both the Registry and CCEP programs are 
treatment programs, not research protocols. But the data have 
been used to generate research hypothesis.” “This committee and 
others have judged the protocol to be an excellent tool for diagnos- 
ing illness”, but we veterans must question then what is considered 
to be a useful tool for dealing with undiagnosable illnesses? 
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Yet the PAC asserts that “DOD and VA have implemented inno- 
vative programs to help veterans cope with combat related stress.” 
Then the “Committee found that overall high-quality healthcare is 
[being] provided.” 

We find that since the majority of studies funded and nearly half 
of the studies completed to date were stress related, it is not sur- 
prising the Committee found stress to be an important contributing 
factor. It is also the subject area in which DOD and VA have pro- 
vided the most information. 

We are also concerned about the FDA waiver, the process 
currently being used permitting DOD to evade legal safety 
requirements. 

“The Committee also concluded that the unit locator has not 
proved to be a valuable tool for investigating exposure incidents.” 
Therefore, we believed it should not be used to determine service 
connection based on a veteran’s exposure at supposed unit 
locations. 

According to the PAC, “DOD has conducted a superficial inves- 
tigation of possible chemical warfare agent exposures that is un- 
likely to provide any credible Euiswers to veterans and public ques- 
tions.” “To ensure credibility and thoroughness, further investiga- 
tion of possible chemical and biological warfare agents exposures 
during the Gulf War should be conducted by a group independent 
of the DOD.” Yet the Pentagon will continue to be the lead inves- 
tigative agency. We question the Committee’s ability to provide 
credible answers, and in part because their report relies too heavily 
on information from agencies whose efforts have been criticized by 
the PAC as being superficial and inadequate. 

It also operates using consensus management. It may be a useful 
tool for looking at issues surrounding quality of VA care, but inap- 
propriate for evaluating scientific research. 

Therefore, we request that any further investigation be con- 
ducted independent of any government agency and that all records 
and evidence the PAC now holds be turned over to Congress for 
proper and open investigation. 

They also say that “available data is sparse.” “Generalizable con- 
clusions about the nature and extent of illnesses will come only 
from population-based epidemiological studies that will not be com- 
pleted until well after the Committee disbands.” 

Their mission, and when I say they, the DOD, DHHS, and VA, 
to provide all veterans a complete health range of services nec- 
essary for medical problems that might be related to their deploy- 
ment. We do not believe this has been done yet. 

Six years after the war, we still have no broad-based epidemio- 
logical data on the nature of the illnesses suffered by the veterans 
and their families. Mr. Chairman, it is now 6 years since the Per- 
sian Gulf War. We now know that veterans were exposed to a num- 
ber of hazardous compounds v/hich alone or in combination may be 
causing illnesses similar to those being reported. The Government 
still does not accept that these exposures may have resulted in our 
illnesses. We are still debating whether or not the Pentagon is in- 
volved in a coverup. It’s time to move on. 

Time to presume that these exposures occurred. Time to initia- 
tive appropriate broad-hased epidemiological studies for our veter- 
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ans and their families. Time to enlist the support of independent 
scientists and researchers concerned about curing disease, not 
those who are more concerned about protecting their agenesis bu- 
reaucratic interests. 

In conclusion, not only do I represent thousands of Gulf War vet- 
erans here today, I must note that I served with the 307th Engi- 
neer Battalion, and participated in the entire destruction of the 
Khamisiyah Weapons Depot facility in Iraq, and personally deliv- 
ered and set the demolitions at the pit area containing tons of mus- 
tard agent. 

Finely, it is time that we stop investigating the investigation 
and move on to provide quality care to our veterans, and a review 
of the safety measures we implement to protect those still on active 
duty. 

Mr. Chairman, I thank you. 

[The prepared statement of Mr. Ford appears on p. 387.] 

The Chairman. Thank you. Thank you, gentlemen. Mr. Evans 

Mr. Evans. No questions. 

The Chairman. No questions. Dr. Cooksey. 

Dr. Cooksey. So you were involved in the destruction of the 
weapons. Is that correct? 

Mr. Ford. I was in Khamisiyah from March 3 until March 15 of 
1991. I hauled most of the demolition supplies for the entire 
operation. 

Dr. Cooksey. You were aware of what you were destroying 
obviously. 

Mr. Ford. We were aware that we were denying Iraqi — the Iraqi 
forces munitions. We had no knowledge of any chemicals being 
present at Khamisiyah. 

Dr. Cooksey. When did your symptoms begin? 

Mr. Ford. I am currently not expressing or showing any signs 
and symptoms of what we now know to be Gulf War illnesses. 

Dr. Cooksey. Were either of you there? 

Mr. ViOLANTE. I was not. 

Mr. PuGLisi. I was in the Gulf War, yes, sir. I wasn’t up around 
Khamisiyah. I was with the second Marine division in Saudi Ara- 
bia and Kuwait. 

Dr. Cooksey. Are you still in the military? 

Mr. Ford. No, sir. I am not. I serve as the Executive Director 
of the National Gulf War Resource Center, which is a coalition of 
over two dozen grass roots Gulf War veterans’ organizations from 
aroimd the country as well as Britain. 

Dr. Cooksey. What is your profession? 

Mr. Ford. This is my profession, sir. 

Dr. Cooksey. Okay. I am impressed with your testimony. Very 
significant. 

Thank you, Mr. Chairman. 

The Chairman. Dr. Snyder? Mrs. Chenoweth? Mr. Bachus? Mr. 
Bilirakis? 

Mr. Bilirakis. Mr. Chairman, I have no questions. But I just 
wanted to point out I am always very proud to point out that many 
of the Department of Veterans Affairs people stayed for the full 
hearing. So they are here to listen to these gentlemen, as well as 
to the three Gulf vets who are coming forward afterwards. I 
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thought I would point that out, because I think it’s just very good 
of them to do that. Thank you, sir. 

The Chairman. Thank you, Mike. 

Gentlemen, thank you very much. 

If we can have the final panel, please. We have three Persian 
Gulf War veterans, Mr. David Smith, Mr. Carl Wickline, and Mr. 
Derek Davis. 

Mr. Smith, since your name is first on the list, well start with 
you, please. If you would keep your remarks to 5 minutes, your en- 
tire statement will be printed in the record. Thank you, sir. 

STATEMENTS OF DAVID TROY SMITH, PERSIAN GULF WAR 

VETERAN; CARL E. WICKLINE, PERSIAN GULF WAR VET- 
ERAN; AND DEREK E. DAVIS, PERSIAN GULF WAR VETERAN 

STATEMENT OF DAVID TROY SMITH 

Mr. Smith. Good afternoon. Honorable Chairman and Committee 
Members. Thank you for the opportunity to testify. I am David 
Troy Smith, a former United States Marine NCO who honorably 
discharged July 12, 1991, after 9 years of service. This ended with 
the Ninth Commimications Batt^ion, First Surveillance, Recon- 
naissance, Intelligence Group in Operations Desert Shield and 
Storm from August 10, 1990, to April of 1991. 

Prior to deplo 3 Tnent in Persian Gulf, I participated in the Marine 
Corps athletic program from 1986 through 1990. During this period 
I earned from the Department of Defense four certificates of 
achievement for athletic endeavors, and six all marine certificates 
for wresting, power lifting, and track and field, including competi- 
tion at four United States national championships and five military 
national championships. 

I maintained imit integrity with microwave communications as a 
senior NCO with a secret security clearance. My career began as 
a marine series honor graduate. With these accomplishments be- 
hind me, I felt my personal mission in the United States Marine 
Corps was complete. I secured a job as a manger of a World Gjmi 
in New Jersey, where I won the state power lifting championship 
for the 242 pound class. 

After moving to Idaho, I secured a job as woodshop supervisor for 
an international arcade game distributor, all the time trying not to 
recognize the medical problems, not wanting them to interfere with 
my objectives, that of having a wife and children, whose mother did 
not need to work. 

Now I sit before this Committee, a 32-year old father of two, 
VFW service officer and Idaho State commander for the Desert 
Storm Justice Foundation. I am officially bankrupt, totally disabled 
by the Social Security Administration. I am able to receive voca- 
tional rehabilitation from Social Security or the Department of Vet- 
erans Affairs, and imtil recently, had no sign of compensation from 
the Department of Veterans Affairs. 

My hope is to bring to light the suffering that many of our Unit- 
ed States veterans confront daily and that something as powerful 
as this committee can affect the necessary changes to ensure ag- 
gressive treatment and compensation for all ill veterans. 
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The testimony I am giving is a brief history of the past 5 years 
of my medical battle with the VA. Some significant people are Sen- 
ator Kempthome’s office, Congresswoman Chenoweth, the Amer- 
ican Legion and its Gulf War Task Force, especially Mr. Carroll 
Williams, for bringing the problems to the attention of the VA 
Central Office in Washin^on, DC, who now are aware of the prob- 
lems and have worked quickly to resolve the situation. 

Prior to my deployment to the Persian Gulf, I was weighted on 
a freight scale to verify that my weight was 263 pounds. However, 
within 2 weeks of the ground war, I developed high fever, diarrhea, 
severe weight loss, which ended in a 24-hour period loss of con- 
sciousness. When I awoke in my sleeping bag, I was face down 
soaking wet, and I had defecated on myself. 

This incident came within 72 hours of being forced to receive 
injections from the Battalion Aid Station where they tried to force 
me to sign a form that stated, “By signing this form, you relieve 
the United States Government of any possible side effects of this 
medication.” 

When I departed the Persian Gulf in 1991, the bowel problem 
was sporadic and my weight was returning to normal. I returned 
to the United States and began processing for discharge. However, 
this was delayed when I was placed on medical hold for stomach 
problems. During the internal medicine consult at Camp Pendle- 
ton, CA, it was determined that it would take 3 months longer for 
the workup. 

To me, this did not seem something that marines should do. This 
was conveyed to the internal medicine doctor who assured me that 
if I discharged, it would be noted on my final physical and in my 
medical records. I was assured that the VA would take care of my 
problems so long as it was documented. I agreed to go to the VA 
upon discharge and was released because this problem was not life 
threatening, and my weight had returned to a point of 255 pounds. 

I returned to my tmit, and finished my discharge paperwork, and 
was told that my medical records would be sought by the VA once 
I went for treatment. Having been discharged in July of 1991, I 
was eager to get on with life. Although my medical problems be- 
came bothersome, I felt as a Marine, the headaches and diarrhea 
were trivial problems to bother a doctor for. 

When I was advised by an American Legion post commander and 
Vietnam veteran that the medical problems needed to be docu- 
mented by the VA, a New Jersey State service officer arranged for 
my first examination with the medical system at East Orange, NJ, 
in September of 1991, less than 3 months after my discharge from 
the Gulf. 

When I arrived for my visit to the doctor, it turned out to be a 
compensation and pension exam. During my exam, the doctor 
found no reason for the headaches, but recommended I see an 
opthamologist as part of the exam, who determined this was the 
cause of my headaches, and a prescription for glasses were issued. 

In September of 1992, I sought treatment at a Walla Walla VA 
Medical Center because at this time, the bowel problem had turned 
into explosive diarrhea that mEuiifested without warning and the 
headaches were severe. The problems continued, and I was as- 
signed a primary physician. From 1992 through July of 1994, I un- 
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derwent numerous consultations with mental health, opthamology, 
neurology, and gastro-intestinal, all with var 3 dng diagnoses. Yet 
none were followed by my primary care physician. 

During this time, I also underwent two compensation and pen- 
sion examinations with noted varying problems. Results were re- 
ceived in 1994 of the Persian Gulf Registry physical, which stated, 
“Chronic diarrhea etiology unknown and chronic joint pain despite 
lack of findings.” This was the last I heard fi*om the medical side, 
yet mental heedth encouraged me to attend post traumatic group 
therapy. I did not see the necessity for therapy because flashbacks, 
bad dreams and problem adjusting to civilized world were expected. 

I collapsed, in September of 1994, 1 collapsed on my kitchen floor 
too weak and from pain and had defecated on myself again. My 
wife became concerned. Through the intervention of Senator 
Kempthome’s office, I was given a medical appointment within 24 
hours at Walla Walla VA Hospital for referral to the Persian Gulf 
Workup Center. Once my referral was in process, I became con- 
cerned as to what was expected and how would I support my wife 
and two children. Upon contacting the Persian Gulf coordinator at 
Walla Walla Hospit^, her response was, I can try applying for wel- 
fare, go to my family or my fnends or my church. 

I then contacted my referring nurse. She also did not know any- 
thing. I was given a number to contact the program director’s office 
in West LA. The information he conveyed was quite disturbing. 

Upon arrival to West LA, I immediately became aware of what 
a teaching hospital was about. The problems I was forced to deal 
with during my actual 39 day stay were numerous. A good portion 
of the stay I maintained a journal to track exactly what was 
happening. 

My roommate was a 30-year retired Army sergeant major who 
was d 5 dng of cancer. He instilled a very stem warning. Watch the 
VA for PTSD therapy and emy kind of narcotic painkillers. 

In December 2, 1994, I discharged with seven noted medical 
problems and nine medications, ranging irom morphine to prozac. 
The last thing I did was go to records and sign the release of infor- 
mation for a complete copy of all medical records once they became 
available. Again, Senator Kempthome was involved to get the 
records transferred and my copy of the records, which now carried 
a stamp that stated, “These documents or records or information 
contained therein are deemed confidential and privileged informa- 
tion with fines up to $20,000 for violations.” 

Would you like me to wrap it up? 

The Chairman. If you would, sir. We appreciate your willingness 
to wait all this time. We will you allow you to go on, if you could 
kind of wrap it up. 

Mr. Smith. 1 only have one more page, sir. 

Upon arrival at Walla Walla, December 8, 1994, we had antici- 
pated some problems, only arriving with a single discharge and a 
primary care physician who did not think I was sick. I was met by 
a nurse who told me the only thing that could be done was to 
schedule an appointment for 30 days from now, January 8, 1995. 

I then inquired about the medications which were to expire Jan- 
uary 1, 1995, and was assured if I called the prescriptions one 
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week prior, they would be refilled. What she did not say was this 
was at doctor’s discretion. 

When I returned on January 8, to see my primary care physi- 
cian, my records had not arrived from West LA, and he did not 
agree with the findings of the West Los Angeles hospital. This was 
the reason for not renewing the medications. The problem with 
stopping my medication for morphine without warning, was I had 
been on this narcotic for 2 months straight. 

I called Dr. Ronald Hamm for assistance in processing my medi- 
cal records because treatment would not be continued until my 
complete medical file was present. He assured me the records were 
en route. The only thing he could offer me was a detoxification cen- 
ter in West Los .Amgeles, CA. 

February 5, 1995, is the last time I saw my primary care physi- 
cian, who felt there was nothing else he could do for me. Mental 
health continued to offer treatment. I self-admitted October 2, 
1995. During this time, I received group therapy once a day and 
no other treatment, even though more workups were ordered. 

The last time I received anything from Walla Walla Hospital, 
was a letter telling me that I was not eligible for treatment until 
service connection for medical problems was established. I tried to 
seek treatment at other hospitals, but with the same result. No 
treatment imtil service connection is established. 

A private dermatologist wrote a letter stating that diagnosis of 
a biopsy on my forehead that swelled out and it prompted a refer- 
ral to infectious disease on January 16 of this year by a doctor I 
have not been examined by for over 2 years. 

In closing, the chance to present my story before this committee 
is an honor and a privilege. Yet I have considerable concern that 
it takes a hearing by this House Committee to shed light on the 
problems that thousands of veterans are encountering daily after 
service to this country, much like myself, who clearly needed help 
to acquire medical attention. This, from a system that was estab- 
lished as Abraham Lincoln stated, “To care for him who shall have 
borne the battle, and for his widow and his orphan. 

Thank you for the opportunity to appear before this Committee. 

[The prepared statement of Mr. Smith appears on p. 397.] 

The Chairman. Thank you, Mr. Smith. We’ll get back to you in 
a minute. 

Mr. Wickline, if you would pull a mike over just as close as pos- 
sible, we’re ready to hear your statement. 

STATEMENT OF CARL E. WICKLINE 

Mr. Wickline. Thank you, Mr. Chairman. My name is Carl 
Wickline. I am a Gulf War veteran with numerous physical symp- 
toms which I believe to be a direct result of exposures encountered 
while in service in Saudi Arabia and Kuwait. 

I served in the United States Marine Corps from November 1988, 
to August 1993, during which time I was deployed to Saudi Arabia 
with the 'Third Light Armored Infantry Battalion, in September 
1990, for Operations Desert Shield and Operation Desert Storm. I 
remained with this unit until I was honorably discharged from the 
Marine Corps in August, 1993. 
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While in the theater of operations within Southwest Asia, our 
unit provided tactical mobile ground combat support within the 
northeast area of Saudi Arabia, moving north from King Fahd 
International Airport to Jubayl, the Chicken Ranch, Manila Bay, 
First Marine Division Support activity, KhaQi and tactical support 
positions along the southern border of Kuwait. 

During operations Desert Shield and Desert Storm, there were 
prolonged exposures to burning oil well fires, smoke, ash, mine- 
fields, which contained gas mines, artillery fire, enemy small arms 
fire, destroyed armored vehicles, spent ordinance air and artillery, 
dead bodies, human and animal, and enemy bunkers which we de- 
stroyed with explosives. 

Military operations within Kuwait ranged as far north as the Ku- 
wait International Ai^ort, often in blackout conditions due to the 
thick black smoke which blocked all light at times. 

Multiple symptoms began to become noticeable shortly after re- 
turning to the United States. Symptoms have included the follow- 
ing. Recurring severe headaches, chronic fatigue, recurring neuro- 
muscular back pain, short-term memory loss, lapses in concentra- 
tion, severe rash, depression which medication has not successfully 
treated, night sweats, insomnia, severe gastro-intestinal problems, 
blurred vision, photosensitivity, bleeding ^ms, immune system in- 
efficiency, and multiple chemical sensitivities. 

Shortly after my return from the Gulf in 1991, my wife and I 
began to notice symptoms which we felt may have been the result 
of my service in the Gulf. As I sought medical treatment through 
the military prior to my discharge, I encountered several problems. 
First, although I was ill, doctors found no explanation for the 
symptoms. 

Second, I was refused treatment by at least one internal medi- 
cine specialist, due to the fact that he could not diagnose the prob- 
lem and that medications did not alleviate the symptoms and often 
made the S5Tnptoms worse. 

Third, I was told by several medical professionals within the 
military that they understood I was sick, but I would have to learn 
to live with the symptoms. 

It was suggested to me that I was crazy or at least mentally un- 
balanced. Also, when I began treatment with a doctor, a civilian 
doctor in early 1993, I was threatened by military medical officers 
and personnel with court marshall, due to the fact that I had gone 
over their heads. 

I would like to make three side notes before I talk about my ex- 
periences with the VA medical side. First of all, note that the Gulf 
War illness as well as hepatitis contracted in the Gulf were anno- 
tated on my discharge physical prior to separation from service. 
Second, it’s also interesting to note that I applied for reenlistment 
in the Marine Corps in November, 1993, and was denied due to 
medical condition. Third, I have been denied healthcare insurance 
on two occasions since my discharge due to Gulf War syndrome, 
specifically. 

My first contact with the VA came shortly after being discharged 
from service. In September 1993, I filed a claim which sited both 
active duty medical records and discharge physical as support for 
this syndrome which has been so hard to diagnose and treat. Ini- 
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tially the complaints for these symptoms were overlooked, while I 
was referred to mental health for evaluation and treatment for 
depression. 

Several attempts were made to go through the out-patient clinic 
at the Lexington, Kentucky VA hospital. On each occasion I came 
in complaining of the same symptoms, with similar results each 
time. Attempts were made to alleviate the symptoms with medica- 
tions. Most of these attempts were unsuccessful. 

Basic blood tests have been done, but any actual research or in- 
depth testing has been overlooked. Neurological workup has been 
done. However, the results were inconclusive, and no further test- 
ing has been done. 

It seems that I end up in the same place each time I attempt to 
contact the VA concerning my illness. Mental health must be the 
deadend for all cases which the VA has no knowledge or interest 
in treating. I have been prescribed several medications, none of 
which have had any effect other than to increase fatigue and 
gastro-intestinal problems. 

My most recent visit to the VA was the 16th of December, 1996, 
in Oklahoma City. At this meeting, I provided the doctor with a 
complete list of symptoms, as well as test results from several pro- 
fessional medical labs, along with diagnosis from a doctor in Santa 
Ana, CA. 

I was told by this doctor that he was not interested in seeing any 
of the documentation which I had provided for him. I was told he 
did not have time to look at my paperwork and that I was obvi- 
ously suffering from depression and possibly hypertension, after 
which I was prescribed an anti-depressant and a stomach medica- 
tion. A return appointment and basic blood work were requested 
and have been scheduled. 

Once again I find myself in the same spot in which I always 
seem to find myself The issues have once again been side-stepped 
and I still suffer from the same symptoms which I have seen no 
honest attempts towards diagnosis or treatment. Thank you. 

[The prepared statement of Mr. Wickline appears on p. 412.] 

The Chairman. Thamk you, sir. Mr. Davis. 

STATEMENT OF DEREK E. DAVIS 

Mr. Davis. Mr. Chairman and Members of the Committee, my 
name is Derek Davis. As a veteran of the Persian Gulf War, I ap- 
preciate the opportunity to testify today. My service in the Gulf 
was as a commander of the Army National Guard’s 276th Military 
Police Company. My company was deployed to the Gulf in Feb- 
ruary of 1991, after approximately a month medical screening and 
final training at Fort Meade, Maryland. 

Our pre-deployment medical screening was very thorough, much 
more so than at the separation after returning from the Gulf. Sev- 
eral men did not deploy because of health problems that were un- 
covered. Those who left from Saudi were in excellent health and 
top physical shape. Ours was a cracker-jack company which had 
served several overseas missions with distinction, to include Pan- 
ama and Hurricane Hugo. 

My compands mission in Saudi Arabia was to provide security 
for a large ammunition supply point in a desert area approximately 



267 


10 miles from Khobar. The company area where my company 
bunked and took our meals was just downhill from a mimitions 
storage area. Within the first few weeks, first weeks after getting 
in-country in February, I became aware that several of my men 
were becoming ill, with difficulty in breathing, runny eyes, and di- 
arrhea. Several men were hospitalized. 

Because of suspicions that living and working full-time in close 
proximity to the munitions storage area had something to do with 
their illness, these illnesses, I requested a change in the location 
of our camp area and recommended the establishment of rotating 
duty shifts to cover the security requirements. These recommenda- 
tions were accepted. 

I also asked headquarters to conduct a survey of the site to see 
what was wrong. An environmental assessment was conducted on 
May 15, 1991. I received a copy of a memorandum which I asked 
to be placed in the record, which states that this site, ASP Quarry, 
and I quote, “has now been identified as containing significant res- 
piratory hazards, both in the form of toxic gases and various air- 
borne particulates.” 

The memo from a headquarters physician made reference to pro- 
tective masks which had been found successful in filtering out par- 
ticulates, and stated, “It is vital that a protective mask of the above 
t 5 q)e be made available to every soldier who will be on duty in the 
ASP Quarry.” Many of my men were alarmed by the issuance of 
these masks, but we wore them while on security rotations. My re- 
quest to my brigade commander for a copy of this environmental 
report received no response. 

I do not have personal knowledge of what we may have been ex- 
posed to as ASP Quarry, but in attending a very high level meeting 
at a later date, I heard a conversation among high ranking officers 
that indicated that unconventional, highly classified ordnance was 
among the ordnance stored there. 

My company’s experience in Saudi also included numerous 
warnings of SCUD launches. After many false alarms, my men had 
become more relaxed about the loud warnings, SCUD launch, but 
we were less than a mile from the SCUD that killed 23 men. I was 
relatively lucky. I only sustained a concussion in seeking cover 
from the clearly visible incoming rocket. The injury led to a total 
loss of hearing in my right ear. 

I am proud of my service in Saudi, and of the Bronze Star and 
Army Commendation Medal I received for that service. I am con- 
vinced, however, that something other than my hearing loss hap- 
pened to me and to numerous of my men in the Persian Gulf. I 
began to have many problems almost as soon as I returned to the 
States. I couldn’t pinpoint a cause, but I had difficulty sleeping, dif- 
ficulty in breathing, and was constantly fatigued, had joint pain, 
memory loss, and stomach problems. I had had none of these prob- 
lems before serving in Saudi. 

I had been a relatively high achiever before my service. I com- 
pleted college studies, earning a BA degree from the University of 
Maryland, College Park. I was unprepared, however, to deal with 
the health problems I experienced after returning from Saudi Ara- 
bia. I regret that I turned to alcohol to mask my pain. Only after 
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serious family problems did I stop drinking, and I have been active 
in AA since 1993. 

My health problems did not improve. Finally, with the establish- 
ment of the VA Registry pro^am several years later, I turned to 
VA. I was evaluated extensively by the VA Medical Center in 
Washington, DC, and later by Walter Reed Army Medical Center. 
These evaluations, which included extensive testing during a pe- 
riod of VA hospitalization, led to my being diagnosed as suffering 
from sleep apnea, fibromyalgia, degenerative joint disease, and 
PTSD. 

I especially want to acknowledge that I have gotten a lot of help 
from VA Medical Center’s PTSD program, and I have a very high 
regard for the clinical staff. They have helped me cope with what 
I am going through. I continue to be under treatment from VA and 
receive medication. My other medical problems still give me a lot 
of trouble though. I have almost come to accept that if VA and 
Walter Reed have been unable to resolve these problems, that they 
are not likely to get better, and I will have to learn to live with 
them. 

As one who served in war for this country, and I believe became 
sick as a result, I do expect that those who work to assist veterans 
will be empathetic, and give me some special consideration. Many 
VA clinicians and staff have done just that, and I do want to 
acknowledge that. For example, when I have had problems there, 
the VA patient-advocate at the Washington VA Medical Center has 
jumped right on it and resolved them, but there have been 
frustrations. 

If it is not possible to cure my problems, my health problems, I 
believe the Government should acknowledge that they are due to 
military service and provide appropriate compensation benefits amd 
vocational rehabilitation, because it is increasingly difficult with 
my joint pain to work at a job that requires me to stand all day. 
Unfortunately, I have had a lot of problems getting favorable ac- 
tions of any type on my claim for service-connection, which I first 
filed years ago. Even my hearing loss, which is documented in my 
military medical records in 1991, has yet to be adjudicated as 
service-connected. 

While the memy physicians that have treated or evaluated me 
have generally been concerned, a few seemed like they were just 
going through the motions. In one particularly upsetting case, a 
psychologist at Walter Reed wrote a statement in my medical 
records to the effect that I might be faking these s 5 Tnptoms. 

It is also unsettling to have to wait about 4 months to undergo 
VA testing for a severe sleep disorder. This negative experience I 
have had as a patient, such as long waits to discuss my case with 
a physician, an error in my medication, and being billed in error 
for care that was supposed to be free. It may seem trivial, but after 
years of battling these health problems, even small issues become 
large. 

In closing, let me say that I am testif^ng not just for myself, but 
for the many others who are also hurting. Although I am not the 
man I was when I left for Saudi Arabia, many of my troops are still 
looking to me to take care of them. I hope this Committee will help 
me help them. Thank you. 
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[The prepared statement of Mr. Davis, with attachment, appears 
on p. 403.] 

The Chairman. Thank you, Mr. Davis. Thank all of you. Your 
testimonies will be very helpful. Mr. Evans. 

Mr. Evans. Thank you, Mr. Chairman. I think it’s been very im- 
portant to have the human carnage of this war come before us 
today. I say that because I know it’s not real easy for you guys to 
bring forth these problems. You are not malingerers. You are hard 
workers. You had excellent service records going over to the Gulf. 
I appreciate that very much. So I appreciate you being with us here 
today. 

Mr. Davis, you are discharged now from the National Guard at 
this point? 

Mr. Davis. That’s correct. 

Mr. Evans. This is a locally based command? 

Mr. Davis. Yes. It’s locally based. 

Mr. Evans. Have you been able to keep in touch with other mem- 
bers that were with you in Saudi Arabia? 

Mr. Davis. Yes. I talk to them very frequently. In fact, some, a 
few of them are in the PTSD program with me at VA Medical Hos- 
pital here in Washin^on, DC. I get a lot of calls from my troops 
who served with me in the Gulf. They let me know how they are 
doing, their families are doing. Just running into them from time 
to time on the streets. 

Mr. Evans. How are they doing? 

Mr. Davis. A lot of them are sick. A lot of them are ill. A lot of 
them are confused. One of my troops told me he had a parasite in 
his blood they found up at VA. Another one had a rash, butterfly 
rash on the back of his back. One my female troops I happened to 
run into had this rash all over her body. One of my troops shortly, 
and I guess within a week after returning from the Gulf died. They 
said it was heart, respiratory failure. That’s Bernard Griffin, who 
we established an American Legion post 276 in his name. Another 
one of my troops, we called him Radar. I can’t recall his name right 
now, forgive me for that. He’s had testicle cancer. He never smoked 
or drank. He was one of those guys, if you watched MASH, he was 
like a radar. Just one of those nice humble guys. So there has been 
some illness. 

Mr. Evans. Has there been any follow-up by the Department of 
Defense in investigating that specific unit, given the fact that you 
might have been exposed, I take it, to some kind of chemicals out 
of that ammo bunker? Was there any follow-up at all by the De- 
partment of Defense after you shifted to rotating? 

Mr. Davis. No. There is document. I hope you all have a copy of 
that. But the document that they did the environmental study out 
there, in which they brought out special masks for us to wear, for 
my troops to wear, everyone of them showed their document to, has 
always just handed it back to me. I do know a lot of people that 
got sick and special masks were provided. Nobody from DOD has 
called or contacted me or anybody in my unit that I know of. 

(See p. 409.) 

Mr. Evans. All right. Let me ask everybody on the panel. Do you 
have any specific recommendations on how the VA can improve 
healthcare programs for Persiein Gulf veterans? 
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Mr. Smith. I would say first that the communication between 
hospitals, even within the hospitals needs to be addressed. If I can 
talk, I’m from Idaho. I flew out here to testify. If I can talk to 
somebody on the east coast with the Internet on my computer, 
there’s no reason that the VA hospital shouldn’t be able to talk 
from the travel clerk to the admissions clerk. I have run into that 
many times. That would be my biggest suggestion, communica- 
tions. 

Mr. Evans. Anybody else? 

Mr. Wickline. I think that I’m going to refer to this Persian Gulf 
War Illness fact sheet that I picked up when I cam^ in this after- 
noon. So far, I haven’t been offered all of these things through the 
VA. Possibly if everything on here was offered to us, then perhaps 
some things might be getting done, to put it quite blimtly. 

Mr. Davis. I am sorry. Could you repeat your question again? 

Mr. Evans. V/Tiat recommendations would you give to us to im- 
prove VA health care for Persian Gulf veterans? 

Mr. Davis. I think sensitivity is one. Maybe some, I guess what 
we call in our civilian world, staff development. Maybe some con- 
cern, people concerned in the sensitivity to the troops or to their 
patients that come up there that have had these medical problems 
I think would help a lot. 

I find, and even for myself, one of the main things and I have 
expressed that with some people here, I would rather not call their 
names because I don’t know whether they would want their names 
called, but just somebody to listen to the nature of their problems 
and then getting on with it helps a lot. So I say communication and 
sensitivity. 

Mr. Evans. Thank you, Mr. Chairman. 

The Chairman. Dr. Cooksey. 

Dr. Cooksey. Thank you, Mr. Chairman. First, I want to thank 
you veterans of this Gulf War for coming here, first for serving, and 
then for coming here today and expressing your symptoms. That 
means a lot to me, and it lends a lot of credibility to your com- 
plaints. 

I can assure you that as a new member of this committee, we 
will work very hard to find out what the problem is. First, we have 
got to find the cause of it. Then we can do something about the 
treatment. 

In the meantime, I can assure you that for myself, and I feel that 
the other members of the committee, we will work hard to make 
sure that the Veterans Hospital responds as best they can to your 
health care needs, because that is what we are all about. 

We do need to continue to have a strong military. We will prob- 
ably face more problems like this in future wars. It will be the 
youth, as always, that fight the war. It’s never a grey-headed old 
politician. They are the ones that get us into the war. The youth 
fights it. But we need to look out for you. 

Thank you, Mr. Chairman. 

The Chairman. Thank you, sir. Dr. Snyder? Mrs. Chenoweth? 

Mrs. Chenoweth. Mr. Chairman, I want to thank you, this being 
the 11th hearing on this particular subject. I really appreciate your 
dedication to solving the problems. I appreciate the fact that you 
ushered through the House and to passage into final law. Public 
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Law 104, 262, which authorized the Department of Veterans Af- 
fairs to give priority health care to our veterans. That is part of the 
question that I was asking about where is the threshold where they 
will determine that a veteran should receive priority care. 

So again, Mr. Chairman, thank you very much. I would like to 
work with the Committee on that threshold. 

The Chairman. Thank you. We look forward to it. 

Mrs. Chenoweth. David Smith, thank you for coming, and your 
wife Debbie, at great expense I know. But it’s something else you 
are doing for the country. I really really appreciate you. 

You talked about your physical condition before you went into 
Desert Storm. Did you by chance remember having blood drawn be- 
fore you went into the service, I mean before you were in active 
duty at Desert Storm? 

Mr. Smith. None, no, as far as I know. I didn’t have any. I rarely 
saw a doctor during my 9 years of service. 

Mrs. Chenoweth. I asked that because the VA officials seemed 
to think that was important. I didn’t know whether it was some- 
thing that was normally done. 

Mr. Smith. I was the first jump team out of my imit out of the 
ninth battalion. I said I was in Saudi on the 10th of August, not 
much time for anything. 

Mrs. Chenoweth. A^d you were right on the front lines, weren’t 
you? 

Mr. Smith. I worked my way to the front line. Yes, ma’am. 

Mrs. Chenoweth. Yes. Has your illness changed your quality of 
life? 

Mr. Smith. The quality of my life was affected all the way from 
being able to eat to my bedroom with my wife. I have been told by 
the VA not to have unprotected sex with my wife. We have been 
married 4 years. 

Mrs. Chenoweth. David, what is the prognosis of your illness? 

Mr. Smith. I have a list of medical conditions. I have been told 
my condition was considered terminal by a VA doctor. I have that 
letter, if anyone would like to see it. Currently I receive 60 percent 
disability rating, dating back to the date of discharge. I received 
that on Friday, February 7, on the day before I left to come to this 
committee, after 5 years and 7 months of an open claim with no 
answer. They found clear and unmistakable errors in the rating de- 
cisions of 1992 and 1994. That’s what the Phoenix office found. 
After a recommendation from Christine Moffit of the Central Office 
here in Washington, DC. This took you yourself and Senator 
Kempthome and the American Legion Task Force to get this done. 

Mrs. Chenoweth. David, were part of those records that the new 
reassessment was based on, were those part of the records that 
were received with the stamp that if you give this to anybody, you 
might get a $20,000 fine? 

Mr. Smith. Yes, ma’am. All those were submitted. 

Mrs. Chenoweth. Were your medical records obtained easily by 
the VA? You have testified somewhat to that. 

Mr. Smith. As far as I know, my records were not obtained by 
the VA. I have a letter from the Director of the Reserve Records 
Center to the commanding officer of the Ninth Communication Bat- 
talion that I pulled from my service record that states that my 
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medical records never made it to the Reserve facility. That was the 
problem with my service-connected disabilities. Nobody could prove 
an 3 d;hing. 

Mrs. Chenoweth. Are you aware of other veterans in Idaho or 
around the Lewiston area where you live who have run into these 
same bureaucratic entanglements? 

Mr. Smith. Actually I have helped quite a few veterans try to re- 
ceive treatment through the Department of Veterans Affairs from 
the Idaho area, over 20, that are not able to receive, are having to 
fight the Walla Walla Hospital for treatment. 

Mrs. Chenoweth. David, did you sign a waiver of informed con- 
sent prior to receiving the inoculations for anthrax and botulism? 

Mr. Smith. No. I did not. I received the shots and I was threat- 
ened with court marshall by the commanding officer of the medical 
BAS if I did not. I was raising a commotion, and I couldn’t imder- 
stand why that stamp was on the top of the form to sign. So I 
raised a commotion, and I was — I took the shots. I wouldn’t have 
to sign the form. 

Mrs. Chenoweth. How long, David, after taking the inoculations 
did your health begin to deteriorate? 

Mr. Smith. Within 72 hours I had flown back from the front in 
a helicopter to pick up some gear. I picked up a vehicle and a van 
and I was headed back to the front, which is an 8-hour drive from 
my closest camp. I got sick on the way up there. The A driver had 
to take over. 

Mrs. Chenoweth. And that’s when you lost consciousness and 
woke up 

Mr. Smith. It went on into that. It went into a seven day period. 

Mrs. Chenoweth. Thank you. Thank you, gentlemen. 

The Chairman. Mr. Reyes. 

Mr. Reyes. Thank you, Mr. Chairman. I would like to echo the 
comments that we appreciate your service to your cotmtry. 

Mr. Smith, I just have one question. You stated that a VA doctor 
had told you you were termined? 

Mr. Smith. Yes, sir. From the West Los Angeles CCEP program. 
He was a consult for neurology. Dr. Baumzweiger, William 
Baumzweiger. 

Mr. Reyes. And your compensation is 60 percent? 

Mr. Smith. As of now, yes, sir. As of Friday I received a call from 
America Legion here in Washington, DC, who had received a call 
from Jack Garrison of Central Office notifying me that my com- 
pensation had been granted and I would have a check in 20 days. 

Mr. Reyes. For 60 percent disability? 

Mr. Smith. Yes, sir. Back to the day of discharge, July 12, 1991. 

Mr. Reyes. Thank you. That’s all. 

The Chairman. Thank you, sir. Mr. Bilirakis. 

Mr. Bilirakis. Mr. Chairman, just very quickly. 

Mr. Davis mentioned the pre-deployment medical screening and 
how thorough it was. You indicated that all the men going to the 
Gulf were in excellent health. Did you gentlemen experience that 
pre-deployment screening also, medical screening? Mr. Smith? 

Mr. Smith. No, sir. No pre-deployment screening. 

Mr. Bilirakis. You did not? Mr. Wickline? 
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Mr. Wickline. Again, things were rather rushed so there wasn’t 
a lot of screening done. 

Mr. Bilirakis. There wasn’t a lot of screening done is what you 
said? 

Mr. Wickline. No. No. 

Mr. Bilirakis. So we really don’t have a history before and after, 
if you will. If we do in Mr. Davis’ case, and possibly your unit, but 
not in every case. Is that right? 

Mr. Davis. The reason why I guess I spoke to that was because 
we were a national guard unit. I guess if you were familiar with 
deployment, a lot of times National Guard Reserve units, they have 
to go to a mobilization process which takes a period of time. 

During that time, the months time, we had physicals, training, 
checkup this, checkup that, alarms calibrated and recalibrated, and 
calibrated again. They did go off several times over there. These 
things were supposed to be checked by the experts prior to going 
to deployment. 

As far as the question about the anthrax shot, it didn’t appear 
in anybody’s records in my unit, out of 160 something personnel. 
Every shot you get in the military appears in the shot record. It’s 
annotated, it’s supposed to be anyway. It doesn’t appear in 160 
some odd troops, that’s immediate troops, prior to me becoming a 
base commander. 

Mr. Bilirakis. Mr. Smith, you said that in the 9 years that you 
were in, you didn’t have any — you had physicals, obviously, didn’t 
you? 

Mr. Smith. Yes, sir. I was a first class. I maintained a first class 
PFT for the entire 9 years. I was also an elite athlete for the Ma- 
rine Corps. As I stated, I earned four certificates of achievement 
from the Department of Defense. 

Mr. Bilirakis. So as far as any medical history is concerned, 
there is something in the record, l^en would maybe the latest one 
have been closest to the deployment would you say? 

Mr. Smith. My re-enlistment physical, 1987. 

Mr. Bilirakis. 1987, 4 years I guess before the deployment. 

Mr. Wickline, do you have any history in that regard? You have 
to have if you were 

Mr. Wickline. Of course there was some medical history. As far 
as a deployment physical, I don’t really recall a specific deployment 
physical being done. We were pretty much lined up for shots and 
sent on our way. 

Mr. Bilirakis. But I believe there’s some testimony earlier by 
one of the groups, I guess the VA or the DOD, to the effect that 
there are serum samples that are kept. So there would have been 
serum samples for each one of you. 

The Chairman. I don’t think they did it then, Mike, but they are 
doing it now. 

Mr. Bilirakis. Oh. They are doing it now, but they did not do 
it then. 

Mr. Smith. Right. They are just doing it now. They didn’t do it 
back then. 

Mr. Bilirakis. Thank you, gentlemen. Thanks again for serving 
all of us. 
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The Chairman. Any other questions? Let me ask a very quick 
question of you, Mr. Wickline. You mentioned a doctor that was not 
interested in your records. Was that a VA doctor at a VA hospital? 

Mr. Wickline. Yes. It was. 

The Chairman. In Oklahoma? 

Mr. Wickline. In Oklahoma, yes. 

The Chairman. Thank you. 

Mr. Wickline. Can I mention, sir? This isn’t an isolated incident. 
This has happened nearly every time I have walked into a VA hos- 
pital. If I walk into a VA hospital, go to the out-patient clinic or 
make an appointment with a doctor, specifically ask to be treated 
for Gulf War illness, I am denied plain and simple. I specifically 
asked the doctor, are there not facilities set up for the treatment 
and diagnosis of Gulf War illnesses, he said yes, but they are not 
available to you. I have gotten this answer numerous times. This 
is not an isolated incident. 

Mr. Bilirakis. Mr. Chairman, I wrote it down. Forgive me, I 
hope I didn’t interrupt before you finished. I wrote a statement 
down by one of the gentleman who testified earlier. The veterans 
should contact the VA Administration and tell them that they want 
to be treated for Gulf War Syndrome. 

Mr. Wickline. I contacted the patient representatives at the VA 
hospital who were supposed to be our liaison with the VA health 
care organizations. I was told by them that they could not do any- 
thing more than schedule appointments. So I scheduled an appoint- 
ment. Every time I call them, I schedule an appointment. 

The Chairman. Gentlemen, thank you very much. We appreciate 
your service to this country. We appreciate your patience for wait- 
ing today. This committee will do everything we can to expedite 
this procedure. 'Thank you very much, "rhanks to the Members for 
having the patience to sit here through this long meeting. Thank 
you very much. If there’s no objection, the meeting is adjourned. 

[Whereupon, at 5:44 p.m., the subcommittee adjourned, subject 
to the call of the Chair.] 
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OPENING STATEMENT 
HONORABLE BOB STUMP 
COMMITTEE ON VETERANS’ AFFAIRS 
ON 

PERSIAN GULF WAR VETERANS’ ILLNESSES 
FEBRUARY 11, 1997 

TODAY’S HEARING ON THE HEALTH CONCERNS 
OF PERSIAN GULF VETERANS IS OUR 
ELEVENTH SUCH HEARING, AND FAR FROM 
OUR LAST ON THIS SUBJECT. 

BUT MUCH HAS BEEN LEARNED SINCE OUR 
LAST HEARING. 

WE WON’T GET ALL THE ANSWERS OR 
RESOLVE ALL THE ISSUES TODAY. 

BUT WE WILL FOLLOW THIS ISSUE WHEREVER 
IT TAKES US. 

IF ADDITIONAL LEGISLATION IS NEEDED , WE 
WILL TAKE IT UP AND MOVE IT SWIFTLY. 

THIS AFTERNOON WE WILL HEAR TESTIMONY 
FROM SCIENTISTS, GOVERNMENT OFFICIALS, 
AND SPOKESMEN FOR OUR VETERANS 
ORGANIZATIONS. 


( 275 ) 
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TESTIMONY TODAY FROM INDIVIDUAL 
VETERANS WILL ALSO REMIND US OF THE 
IMPORTANCE OF PROVIDING EMPATHETIC 
CARE, TIMELY BENEFITS, AND, ULTIMATELY, 
REAL ANSWERS. 

FINDING ANSWERS HAS BEEN SLOW AND 
ELUSIVE. 

THERE IS SOME ENCOURAGEMENT. THOUGH, IN 
THE FACT THAT A GREAT DEAL OF RESEARCH 
ON GULF WAR ILLNESSES HAS ALREADY BEEN 
DONE, AND MUCH MORE IS UNDERWAY. 

HOPEFULLY, THESE HEARINGS WILL HELP US 
UNDERSTAND THE LIMITATIONS, AS WELL AS 
IMPORTANCE TO THESE ISSUES, OF SCIENTIFIC 
INQUIRY. 

CONCERNS REGARDING PERSIAN GULF 
VETERANS’ ILLNESSES HAVE SPARKED MANY 
THEORIES REGARDING BOTH CAUSE AND 
CURE. 

WE WILL NOT HELP OUR VETERANS, HOWEVER, 
BY SUBSTITUTING OUR OWN JUDGMENT FOR 
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THAT OF THE EXPERTS IN DETERMINING THE 
MOST FRUITFUL AVENUES FOR FURTHER 
RESEARCH INQUIRY. 

AND WE MUST NOT LET FRUSTRATION 
REGARDING THE SEARCH FOR ANSWERS 
OVERTAKE OUR RESPONSIBILITY FOR 
JUDICIOUS DECISIONMAKING. 

IN THAT REGARD, THE PRESIDENTIAL 
ADVISORY COMMITTEE ON GULF WAR 
VETERANS’ ILLNESSES HAS ACCOMPLISHED 
IMPORTANT WORK, AS HAS THE INSTITUTE OF 
MEDICINE. 

I HOPE THE WORK OF THESE EXPERT PANELS 
WILL HELP US AGREE ON WHERE WE GO FROM 
HERE. 
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STATEMENT OF HONORABLE LANE EVANS 
RANKING DEMOCRATIC MEMBER 
PERSIAN GULF WAR ILLNESSES 
OPENING STATEMENT 
FEBRUARY 11. 1997 

THANK YOU MR. CHAIRMAN. 

I WELCOME EACH WITNESS SCHEDULED 
TO TESTIFY TODAY. THANK YOU FOR THE 
EFFORT YOU HAVE MADE TO PARTICIPATE. I 
ENCOURAGE EACH WITNESS TO BE 
COMPLETELY CANDID AND TO ASSIST THIS 
COMMITTEE TO THE BEST OF YOUR 
KNOWLEDGE AND ABILITY. WE ARE INDEBTED 
TO THOSE WHO SERVED IN THE GULF. WE 
ARE MORALLY OBLIGATED TO CARE FOR OUR 
VETERANS WHO BORE THIS BATTLE AND FOR 
THEIR SPOUSES AND CHILDREN. 

YOUR CANDID TESTIMONY AND 
RESPONSE TO QUESTIONS CAN HELP US 
BETTER MEET OUR SOLEMN OBLIGATIONS TO 
THESE VETERANS. 
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ACCORDING TO THE CHAIRMAN'S LETTER 
OF INVITATION, THE FOCUS OF TODAY'S 
HEARING IS THE FINAL REPORT OF THE 
PRESIDENT'S ADVISORY COMMITTEE ON 
PERSIAN GULF WAR VETERANS' ILLNESSES. 

THIS REPORT ADDRESSES A WIDE RANGE OF 
ISSUES AND I EXPECT THIS HEARING TO DO THE 
SAME. 

MR. CHAIRMAN, I ANTICIPATE SOME 
MEMBERS OF THE COMMITTEE MAY HAVE 
ADDITIONAL QUESTIONS FOR SOME 
WITNESSES FOLLOWING THE CONCLUSION OF 
THIS HEARING. I REQUEST ALL MEMBERS BE 
GIVEN THE OPPORTUNITY TO SUBMIT 
QUESTIONS IN WRITING TO WITNESSES AND 
THOSE QUESTIONS, AND THE RESPONSES TO 
THEM, WILL BE INCLUDED IN TODAY'S 
HEARING RECORD. 

I COMMEND PRESIDENT CLINTON FOR 
ESTABLISHING THE ADVISORY COMMITTEE 
AND ITS MEMBERS AND STAFF FOR THE 
IMPORTANT SERVICE THEY HAVE RENDERED. 

BY ALL ACCOUNTS THEIR WORK HAS BEEN 
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THOROUGH, COMPETENT, EFFECTIVE AND 
CANDID. I HOPE FUTURE GOVERNMENT 
ADVISORY COMMITTEES WILL CONDUCT THE 
PEOPLE'S BUSINESS IN THE SAME MANNER 
AND CARRY OUT THEIR MANDATE AS WELL. 

AGAIN, I WANT TO PUBLICLY THANK THE 
CHAIRMAN FOR SCHEDULING THIS HEARING 
EARLY IN THE lOS'^^ CONGRESS. THE 
CHAIRMAN KNOWS I FEEL STRONGLY THAT 
OUR COMMITTEE MUST MORE ACTIVELY 
ADDRESS THE CONCERNS AND PROBLEMS OF 
GULF WAR VETERANS. 

THE CHAIRMAN HAS INDICATED TODAY'S 
HEARING IS THE FIRST OF SEVERAL THAT OUR 
COMMITTEE WILL HOLD ON PERSIAN GULF 
ISSUES THIS CONGRESS THE MEMBERS ON 
OUR SIDE OF THE AISLE ARE COMMITTED TO 
MEETING THE NEEDS AND ADDRESSING THE 
CONCERNS OF PERSIAN GULF VETERANS. 

THE FINAL REPORT OF THE PRESIDENTIAL 
ADVISORY COMMITTEE ON GULF WAR 
VETERANS' ILLNESSES RECOMMENDS 
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CONTINUED SCIENTIFIC INVESTIGATION. I 
SUPPORT RIGOROUS SCIENTIFIC INQUIRY 
INTO THE CAUSES OF CHRONIC AND OFTEN 
DISABLING UNDIAGNOSED HEALTH PROBLEMS 
WHICH MANY PERSIAN GULF WAR VETERANS 
SUFFER. I HOPE SCIENCE CAN IDENTIFY THE 
CAUSES OF THESE DEBILITATING CONDITIONS 
AND PROVIDE CURES. 

WE OWE MUCH TO SCIENCE, BUT 
CONSIDER THIS. EVEN THE MOST 
KNOWLEDGEABLE AND WELL INFORMED 
SCIENTISTS CANNOT REACH AGREEMENT ON 
THE AGE AT WHICH MOST WOMEN SHOULD 
BEGIN TO REGULARLY RECEIVE 
MAMMOGRAPHY EXAMINATIONS. 

SCIENCE IS A TOOL. IT IS A SERVANT. IT IS 
NOT THE MASTER. WE MUST NOT FORGET 
THAT FUNDAMENTAL DISTINCTION. SCLIENCE, 
AT ITS BEST, CAN AID US IN MAKING WISE 
DECISIONS. 

WHILE SCIENCE CAN HELP US, IT CANNOT 
REPLACE US. WE, NOT SCIENCE, ARE THE 
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DECISION-MAKERS. WE MUST MAKE THOSE 
DECISIONS AND THEN TAKE RESPONSIBILITY 
FOR OUR ACTIONS OR OUR UNWILLINGNESS 
TO ACT. WE CANNOT ABDICATE OUR 
RESPONSIBILITY TO SCIENCE. I CERTAINLY 
WONT. WE MUST ACCEPT OUR 
RESPONSIBILITY AND MAKE DECISIONS, EVEN 
THE TOUGH ONES. 

WE CANNOT WAIT, AND EVEN MORE 
IMPORTANTLY, GULF WAR VETERANS CANNOT 
WAIT FOR SCIENCE AND HISTORY TO 
UNAMBIGUOUSLY ANSWER EVERY QUESTION. 
THE FACT IS, MORE THAN 50 YEARS AFTER 
WORLD WAR 1 1 , THE HISTORY OF THAT GREAT 
CONFLICT IS STILL BEING DISCOVERED 
TODAY. PERSIAN GULF WAR VETERANS 
CANNOT WAIT 50 MORE YEARS FOR HISTORY 
AND SCIENCE TO BETTER UNDERSTAND THEIR 
EXPERIENCE. 

WHEN WE SEND MEN AND WOMEN INTO 
HARM'S WAY ON BEHALF OF THIS NATION, WE 
ARE INDEBTED TO THEM. NOT JUST 
RHETORICALLY, BUT MEANINGFULLY. AS 
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MORAL MEN AND WOMEN WE MUST PROVIDE 
THE MEDICAL CARE AND TREATMENT 
VETERANS NEED AND THE COMPENSATION TO 
WHICH THEY ARE ENTITLED. IF THERE IS LESS 
THAN TOTAL CERTAINTY ABOUT OUR 
DECISIONS, LET US ERR ON BEHALF OF THE 
VETERAN. THESE ARE BENEFITS VETERANS 
HAVE EARNED. 

SEVERAL YEARS AGO, THE OVERSIGHT 
AND INVESTIGATIONS SUBCOMMITTEE, WHICH 
I THEN CHAIRED, CONDUCTED A SERIES OF 
HEARINGS ON PERSIAN GULF WAR ISSUES. I 
WILL CERTAINLY NEVER FORGET SOME OF 
THE TESTIMONY THE SUBCOMMITTEE 
RECEIVED. ONE PANEL OF WITNESSES WERE 
PERSIAN GULF WAR VETERANS. SOME OF 
THESE GULF VETERANS WERE RESERVISTS 
OR GUARDSMEN WHO HAD BEEN CALLED TO 
ACTIVE DUTY. SOME HAD BECOME ILL IN THE 
GULF, OTHERS AFTER RETURNING HOME. 
SOME COULD NO LONGER WORK. SOME 
WERE BARELY MOBILE. BECAUSE THEY WERE 
VETERANS, THEY WENT TO VA FOR HELP. VA, 
QUITE LITERALLY, TURNED THEM AWAY. 
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THOSE REVELATIONS LED TO ENACTMENT 
OF IMPORTANT CHANGES IN THE LAW TO 
BENEFIT PERSIAN GULF VETERANS. THAT IS 
THE PURPOSE OF HEARINGS LIKE THIS ONE 
TODAY. 

SINCE THEN WE HAVE LEARNED MUCH. 
WE HAVE LEARNED, FOR EXAMPLE, GULF WAR 
VETERANS CAN INDEED HAVE CHRONIC 
ILLNESS WHICH DISABLES, EVEN WHEN THAT 
CHRONIC CONDITION LACKS A READY 
DIAGNOSIS. WE HAVE ALSO LEARNED THAT A 
CHRONIC DISABLING CONDITION MAY NOT 
BECOME MANIFEST IN GULF WAR VETS UNTIL 
YEARS AFTER THEY HAVE RETURNED HOME. 

MR. CHAIRMAN, I AM OPTIMISTIC OUR 
COMMITTEE WILL DO THE RIGHT THING FOR 
GULF WAR VETS. I F MY OPTIMISM IS 
MISPLACED, HOWEVER, I INTEND TO FIGHT 
FOR WHAT I BELIEVE IS RIGHT FOR THESE 
VETERANS. 
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When the men and women who fought in the Persian Gulf War returned home, they 
thought that the battle had been fought and won. Yet since their return they have discovered 
a second battle that needs to be fought - a battle to learn the true cause of a mysterious illness 
that has plagued many of them since the war ended. 


Thousands of veterans and military personnel are experiencing debilltatir^ health, with 
symptoms such as chronic fever, fatigue, memory loss, bleeding gums, dramatic weight loss, 
and rashes, commonly referred to as “Gulf War Syndrome." 


More than four years ago, in September of 19^, the House Committee on Veterans 
Affairs held its first hiring on die health concerns of Persian Gulf War veterans. At this 
hearing, the federal government downplayed the severity and scope of the problem — writing 
the sick veterans off as mental cases. 


I was outraged, and called for a field hearing to be held in Boston that same month. I 
wanted to give the veterans a chance to testify for the first time about their illnesses and 
difficulties in receiving care. 

Since that time, Coi^ess and the Preside! have launched a series of initiatives for 
Persian Gulf War veterans. The Veterans’ Committcie has, passed into law provisions 
granting these veterans priority health care and compensation. Our veterans deserve the best 
po^ible care, yet a sigi^cant perc^tage of them have hem d«u«l service-connected benefits, 
i commend Secretary Brown for reviewir^ the current two year presumptive period, and 
encourage him to recommend a presumptive p^od that is open-ended. 

Also, in May 1995 President Clinton established the Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses. I would like to commend the Presidential Advisory 
Committee for their dedication and commitment to investigating Gulf War veterans’ illnesses. 
This Committee has played a crucial role in coordinating and analyzing the activities of 
government ^encies Involved in the research effort, uid has made a number of important 
recommendations that will continue to improve the care and service of our veterans. 
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Page Two 

Furthermore, the Committee has played a crucial role in refocusing the Department of 
Defense’s investigation into possible troop expsoiure to cemical adn biological weapons. It 
has called for a critical in-depth investigation of short- and long-term health effects of 
exposure to Gulf War risk factors, and made important recommendations for additional 
research. 

But despite all of the efforts that have been made to find a cause for the health 
problems of Persian Gulf War veterans, the underlying causes of the disease still eludes us. 
And in the search for answers, a number of disturbing facts have been uncovered. 

After denying for years that our troops were exposed to chemical weapons, the 
Department of Defense revealed last June that our troops were in fact exposed. Even more 
disturbing is the fact that the CIA and the State Department were informed as far back as 
November 1991 that U.S. troops had exploded munitions sites storing chemical weapons. 

Now the number of troops reportedly exposed is rising steadily. Initially the munber 
was estimated to be 500. Since June 19% that number has risen - 500 - 5,000 - 15,000 - 
20,000. In fact, we now know that as many as 100,000 troops may have been exposed. We 
know that the DoD has been receiving information as far back as 1991, yet they waited until 
1 996 to reveal publicly that American troops may have been exposed to deadly chemical 
weapons. 

This raises a number of important questions. Why did it take the Defense Department 
5 years to release this information? What other crucial information has been "misplaced" or 
"disregarded"? What critical research studies on low-level chemical exposure were denied 
funding because the DoD denied there was any chemical exposure at all? 

In its final report, the Presidential Advisory Committee states that the government 
acted in good faith, "with the exception of Department of Defense’s investigations in 
matters related to incidents involving chemical weapons and possible exposures to U.S. 
troops." In fact, the Committee went so far as to conclude that DoD efforts were superficial 
and lacked credibility, and that further investigation on this issue should be conducted by a 
group other than DoD. 

The Veterans Committee must investigate these questions in a timely fashion. Further 
investigation into the issue of Gulf War Illnesses must be open and transparent. And it must 
move forward rapidly. Our proud veterans have suffered long enough. 



287 


THE HONORABLE MICHAEL BILiRAKIS 
THE HOUSE COMMITTEE ON VETERANS' AFFAIRS 

HEARING ON PERSIAN GULF ILLNESSES 

FEBRUARY 11, 1997 

THANK YOU, MR. CHAIRMAN. 

FIRST, LET ME TAKE THIS OPPORTUNITY TO COMMEND YOU FOR 
HOLDING THIS IMPORTANT HEARING THIS AFTERNOON. I WOULD 
ALSO LIKE TO WELCOME OUR WITNESSES TO OUR COMMITTEE. 

ALMOST ONE MILLION U.S. SOLDIERS SERVED IN THE PERSIAN 
GULF REGION FROM AUGUST 1990 THROUGH 1995. 
APPROXIMATELY 700,000 OF THEM SERVED DURING OPERATION 
DESERT SHIELD/DESERT STORM. 

MANY OF THESE VETERANS ARE NOW EXPERIENCING 
UNEXPLAINED ILLNESSES. THE MOST COMMONLY REPORTED 
SYMPTOMS INCLUDE CHRONIC FATIGUE, SKIN RASHES, MUSCLE 
AND JOINT PAIN, HEADACHES, MEMORY LOSS, SHORTNESS OF 
BREATH, SLEEP PROBLEMS AND GASTROINTESTINAL PROBLEMS. 
MANY ACTIVE DUTY SERVICEMEMBERS ARE ALSO EXPERIENCING 
THESE SAME SYMPTOMS. 

THERE HAVE ALSO BEEN REPORTS OF SIMILAR, UNEXPLAINED 
ILLNESSES AMONG SOME SPOUSES OF PERSIAN GULF WAR 
VETERANS. IN ADDITION, CONCERNS HAVE BEEN RAISED 
REGARDING HEALTH PROBLEMS AND BIRTH DEFECTS AMONG THE 
CHILDREN OF PERSIAN GULF VETERANS. 
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DESPITE A BROAD RANGE OF RESEARCH PROJECTS INTO PERSIAN 
GULF WAR ILLNESSES, RESEARCHERS HAVE BEEN UNABLE TO 
IDENTIFY A SINGLE ILLNESS, SYNDROME OR CAUSE OF THE 
HEALTH PROBLEMS EXPERIENCED BY MANY PERSIAN GULF 
VETERANS. THIS IS A CONTINUING SOURCE OF FRUSTRATION 
FOR OUR VETERANS AND THEIR FAMILIES. 


SINCE THE END OF THE WAR, OUR COMMITTEE HAS INITIATED A 

NUMBER OF LAWS TO ASSIST OUR PERSIAN GULF WAR 

VETERANS. UNDER THESE LAWS, 

** VA PROVIDES HEALTH EXAMS AND COUNSELING TO 
PERSIAN GULF WAR VETERANS; 

*♦ VA PROVIDES PRIORITY HEALTH CARE SERVICES FOR 
ANY HEALTH PROBLEMS WHICH MAY HAVE BEEN DUE TO 
EXPOSURE TO TOXIC SUBSTANCES OR ENVIRONMENTAL 
HAZARDS IN THE GULF; 


** VA PROVIDES COMPENSATION IN ACCORDANCE WITH 
CRITERIA ESTABLISHED BY THE SECRETARY FOB VETERANS 
WHO HAVE DEVELOPED DISABLING MEDICAL PROBLEMS 
FOLLOWING THEIR SERVICE IN THE GULF. 


MANY VETERANS HAVE VOICED CONCERNS THAT THE 
GOVERNMENT IS NOT DOING EVERYTHING IT CAN TO FIND A 
SOLUTION TO THEIR ILLNESSES. THIS IS FURTHER COMPLICATED 
BY RECENT REVELATIONS THAT U.S. SERVICEMEMBERS MAY 
HAVE BE EXPOSED TO CHEMICAL AND BIOLOGICAL AGENTS 
WHILE IN THE GULF REGION. 

OBVIOUSLY, IT IS INCUMBENT UPON US TO DO ALL THAT WE CAN 
DO TO FIND A SOLUTION TO THE HEALTH PROBLEMS NOW BEING 
EXPERIENCED BY SOME PERSIAN GULF VETERANS, ACTIVE DUTY 
PERSONNEL AND THEIR FAMILIES. 



289 


THEREFORE, I LOOK FORWARD TO HEARING THE TESTIMONY OF 
OUR WITNESSES. I AM ANXIOUS TO LEARN OF ANY 
recommendations they may have on ways OUR CURRENT 
EFFORTS CAN BE IMPROVED. 


AS ALWAYS. I LOOK FORWARD TO WORKING WITH YOU AND THE 
OTHER MEMBERS OF THE COMMITTEE ON ANY SUGGESTIONS THE 
WITNESSES MAY HAVE ON THE ISSUES BEFORE US TODAY. 

THANK YOU, MR. CHAIRMAN. 
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The Honorable Bob Filner 

Committee on Veterans’ Affairs - Persian Gulf War Illness 
February 11, 1997 


Mr. Chairman, I want to thank you for agreeing to Mr. 
Evans’ request that the Veterans Affairs Committee hold a 
hearing on the tragic and difficult issue of Persian Gulf War 
illness. Because the Presidential Advisory Committee on 
Gulf War Veterans’ Illness has submitted its findings, and 
other widely-publicized studies have recently been 
completed, this hearing is timely and appropriate. 

I also commend the Ranking Democrat on the 
Committee, Lane Evans, for introducing H.R. 466, the 
Persian Gulf War Veterans Compensation Act of 1997. This 
measure would extend the presumptive period during which 
a Persian Gulf War veteran with chronic, undiagnosed 
illness could establish eligibility for VA compensation from 2 
to 10 years following service in the Gulf. This is a sensible 
and humane measure. 

Additionally, the Secretary of Veterans Affairs should be 
applauded for the careful, thorough, and deliberative manner 
in which he is making his determination regarding the Gulf 
War presumptive period. In addition to thoroughly reviewing 
the available science. Secretary Brown is consulting with 
veterans and their representatives around the country on 
this sensitive matter. I look forward to hearing and 
discussing his conclusions in early March. 

The time for accusatory finger pointing and defensive 
reluctance to share all pertinent, available information is 
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long past. Far too much time has passed, as it is. Our 
responsibility now is to ensure that our American military 
personnel who served in the Persian Gulf are provided ttie 
quality health care they need - and to ensure that 
compensation is paid to those individuals whose health 
problems are associated with their Gulf War service. 
Research and the scientific investigation into the cause or 
causes of the Persian Gulf War illness must, of course, 
continue. But we cannot, and shouid not, wait for the very 
compiex science associated with Guif War iiiness to reach a 
single, final, undisputed conclusion. That may never come, 
and our Gulf veterans must not be made to wait any longer. 
It is time to accept our national responsibility for those men 
and women we sent to war on our behalf. 

Again, Mr. Chairman, thank you for scheduiing this 
hearing so quickly. 
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statement of Rep. Luis V. Gutierrez 
Committee on Veterans' Affairs 
February 11, 1997 


Thank you Chairman stun^ and Ranking Member Evama for convening 
these timely hearings . 

I am pleased to see Persian Gulf War Issues coma back to their true 
home on the Veterans Affairs Committee and I am committed to 
working with all my Committee colleagues to maintain Perslam Gulf 
concerns as a priority for us this year. 

The President's Advisory Committee on Gulf War Illnesses has laid 
the groundwork In their final report for future initiatives to 
discover the causes, consequences and remedies for Persian Gulf War 
Syndrome (PGWS) . 

Now, we must follow this report with action. Action here on this 
committee, action In both houses of Congress and by the relevant 
federal agencies, the Department of Defense, the VA and HHS, to 
make good on our commitment to the men and women who triumphed in 
the Gulf on behalf of all Americans. 

I remain concerned that we are acting far too slowly to address 
PGWS. 

I feel strongly, as do many of my colleagues on both sides of the 
aisle, that we must not permit this issue to drag on for twenty 
years like Agent Orange did. 

The Agent Orange Act was enacted Into law In 1991, but U.S. 
participation in the war ended In '73. We took too long to act. 

Nevertheless, we can use the Agent Or^ulge example as a guide for 
our work to provide the adequate care and compensation to the 
veterans of Operation Desert Storm. 

We must seek a similar, comprehensive approach to PGWS, one that 
gives the benefit of the doubt to the veterans first. Again the 
clock is ticking and we are losing time. 

Statistical evidence suggesting a link between the environmental 
risk factors and the illnesses suffered by our Gulf War veter^uls 
has not been thoroughly examined. 

However, statistical evidence of such a link has been surfacing 
around the country. 


Two studies published by the Journal of the American Medical 
Association (JAMA) demonstrate that Gulf War veteriuxs have a higher 
rate of Illness than other military personnel. The Iowa Persian 
Gulf Study Group reports that Gulf War veterans have an 11 percent 
higher prevalence of symptoms of cognitive dysfunction. 

Dr. Haley, of the University of Texas, and his colleagues revealed 
that wartime exposure to combinations of chemicals such as chemical 
nerve agents, flea collars and anti-nerve gas pills eunong some Gulf 
War veterans were associated with chronic neurotoxic syndromes. 
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While these studies do not necessarily exhibit a causal association 
between service in the Gulf and physical or mental ailments they do 
provide a statistical indication of such an affinity. 

This is very important because it may take years for scientists to 
\incover the causal mysteries of PGWS, years in which deserving 
veterans may not receive the vital health care coverage that they 
need and deserve. 

These statistics- -and common sense--tell us that something is 
wrong. This committee has the responsibility to act to ensure that 
all deserving Gulf War veterans receive the care and services they 
need. 

Because of this, I will be considering possible legislation to 
authorize independent research to examine statistical evidence of 
Gulf War illnesses. This will enable Congress and the Department 
of Veterans Affairs to better understand how many Gulf War veterans 
are sick and thus whether an association exists that merits the 
provision of health care and compensation for affected veterans. 

The need to go beyond the explicit causal evidence is imperative. 
Giving our sick veterans the benefit of the doubt is a neccessity. 

I would also like to comment about the efforts of the Pentagon and 
the VA to investigate low-level chemical agent exposures and their 
health effects on veterans. While I wish we moved faster in this 
direction, 1 am pleased that we are finally taking appropriate 
steps. I am also impressed by the financial commitment of Defense 
Secretary Cohen to research along these lines. Let us hope more 
answers are forthcoming. 


I commend the members of the Advisory Committee, the VSOs, federal 
officials and the veterans who will be testifying before us today. 
I look forward to developing a partnership with all of you as the 
Ranking Democrat on the Subcommittee on Health. 


Thank you. 
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Honorable Terry Everett 
Remarks 

Committee on Veterans Affairs 
on 

Persian Gulf War Veterans Illnesses 
February 11, 1997 


Mr. Chairman, thank you for having this hearing on 
this very important issue, and I would like to associate 
myself with your remarks. I am concerned about the 
continuing disturbing revelations by Department of 
Defense. 

We all want to insure the quality of compassionate 
follow-up healthcare and services for our Gulf War 
veterans. I, too, look forward, with great interest, to 
hearing the testimony of the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses, the 
Institute of Medicine, DoD, Department of Veterans 
Affairs, the Department of Health and Human Services, 
our veterans organizations, and our Gulf War veterans. 

Also, I would note that 5,898 out of a total of 10,668 
to be exact, of pending Persian Gulf War veterans 
disability claims attributed to environmental hazards 
were filed in southern region of the United States. 

Mr. Chairman, It is important to hold additional 
hearings on the experiences of our veterans in the Gulf 
War theater. Hopefully, today’s hearing will shed some 
additional insight on what happened to our veterans and 
how we can help make them well. 
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Remarks of the Honorable Sanford D. Bishop, Jr. for the Hearing 
to Receive the Report of the Presidential Advisory Coiranission on 
Gulf War Illnesses 

Mr. Chairman, I want to thank you and our ranking member, 

Mr. Evans, for convening this hearing today. I join with other 
members of this committee in urging that we continue to get to 
the bottom of Persian Gulf War Illness. We must seek out the 
truth and find the answers for our Nation's veterans who served 
us so proudly in the Gulf war. 

I am pleased that the Presidential Advisory Committee on 
Gulf War Veterans' Illnesses will testify before our committee 
this afternoon. The Advisory Committee was given an enormous 
task to complete in a short period of time, and I commend those 
of you who accepted this responsibility. You answered the 
President's charge by taking an in-depth look at this issue and 
producing common- sense recommendations aimed at addressing the 
concerns of not only our Persian Gulf Veterans, but all veterans. 
I thank you for hard work and dedication to our Nation's veterans 
and look forward to hearing your remarks. 

I believe the report touched on three critical concerns: 
better risk communication between military personnel, the 
Department of Defense and the Veterans Administration; the need 
for sufficient data to study the health concerns of veterans; and 
the importance of providing much-needed services for veterans 
with service connected- health problems. Barring national 
security, l agree it is important to provide troops with full 
disclosure about the risks associated with their missions. And 
if available, they should definitely know about potential short 
and long term effects associated with certain types of theater 
action. I agree with the Advisory Council recommendation which 
states assistance should be sought from agencies experienced in 
risk communication. This type of information will equip these 
men and women with more knowledge so that they can make more 
informed decisions with their families. Moreover, this will help 
lay a more solid foundation of trust between the military and its 
personnel . 
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Additionally, the Advisory Committee report concludes that 
we do not have enough data to adequately address many of the 
health concerns of Gulf War Veterans. This is unacceptable, and 
both DOD and VA should coordinate their efforts to expeditiously 
resolve this matter. More importantly, swift and thorough action 
is necessary so that we may restore our veterans ' faith in our 
government . 

On another front, our continuing goal must be to provide our 
Persian Gulf Veterans quality services for their health care 
needs and the needs of their families. It is our job to ensure 
that the necessary resources, programs, and policies are in place 
to assist them. 

As one of the committees with jurisdiction over these 
matters, we must be steadfast as we work to achieve the best 
possible results for the men and women who served us so 
valiantly. They made a firm commitment to protect our Democratic 
principles when they answered the charge to serve in the Persian 
Gulf conflict. It is incumbent upon us, as a Nation, to honor 
our commitment to them by providing adequate medical care, 
financial resources, benefits, and sufficient information to deal 
with problems they face. Additionally, we must enhance our 
efforts to find those who could have been potentially exposed. 
Moreover, we must continue to fund research programs which will 
assist us in our efforts to determine the cause of this illness 
and remedy some of the effects caused by the illness. Finally, 
we must restore faith in our veterans so that they know we are 
there for them just as they were there for our great Nation. 

In closing, I want to again thank the Advisory Committee for 
all its hard work in preparing this report . You have provided 
our committee with many useful recommendations. I also want 
thank Chairman Stump, Congressman Evans, and other members for 
their continued support of our Nations veterans. I look forward 
to working with you all to address the issues brought before us 
today. 



297 


STATEMENT OF THE HONORABLE SPENCER BACKUS 
February 12, 1996 


Mr. Chairman, 

I appreciate the opportunity for the Committee to review the 
findings of the Presidential Advisory Committee on Gulf War 
Veterans' Illnesses. 

The plight of these sick Desert Storm veterans is a 
complicated issue. Six years after the end of the Gulf War, 
experts are still unable to pinpoint a single cause of illness. 
Recent admissions by the Department of Defense regarding American 
troop exposure to chemical weapons have ignited additional 
concerns about this situation. 

I have been very active in working to ensure that these 
veterans get the care they so desperately need. I have met with 
numerous veterans whose lives have been dramatically affected by 
their illnesses. I have been an active participant in several 
hearings to better understand the concerns and issues facing 
these veterans, the Department of Defense, and the Veterans 
Administration in addressing these concerns. 

Many questions, however, remain. Only a small percentage of 
the thousands of veterans who have applied for service connected 
disability compensation have been successful. However, while the 
Presidential Advisory Committee on Gulf War Veterans' Illnesses 
failed to find a link between service in the Gulf and subsequent 
illnesses, this report goes a long way toward concisely 
addressing the government's response to this problem. It makes 
concrete suggestions for improving that response. And perhaps 
the greatest need for improvement comes in rebuilding the lines 
of communication between our government and our ill veterans who 
have grown to mistrust it. 

This matter is far from resolved. Our veterans' quest to 
understand the , cause or causes of their health problems is still 
of primary concern. We must continue to look for answers. This 
report is a blueprint for the right direction. 
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Statement of the Honorable Mike Doyle [PA-18] 

Committee on Veterans’ Affairs 
Hearing on Guif War issues 

February 11, 1997 

First, I would like to thank the Chairman of the Committee, Mr. Stump and 
the Ranking Member, Mr. Evans for holding this important hearing. As a 
Member representing a district with one of the highest concentrations of 
veterans in the nation, I appreciate your attention to the needs and 
concerns of those who served in the Persian Gulf War. 

By now it has been well documented that many veterans who fought in the 
Gulf conflict are experiencing health problems they had not experienced 
prior to their service in the Gulf region. While the Federal Government has 
stepped up its efforts in recent months regarding this situation, more must 
be done to explain the source of these veterans’ conditions and provide 
them with appropriate treatment. 

The number of veterans suffering from what has been labeled “Gulf War 
Syndrome" and the mysteriousness of the illness makes this effort 
especially critical. Additionally, the delay in the onset of some veterans’ 
symptoms are worrying other veterans who are not currently ill that they 
will one day experience the same health problems. The Persian Gulf 
Veterans Coordinating Board has estimated that roughly 38,000 veterans 
have already asked to participate in the Comprehensive Clinical Evaluation 
Program, which was established to provide medical evaluations to Gulf 
War veterans who have health concerns regarding their service in the Gulf. 
We owe it to the men and women who risked their lives and health serving 
in this conflict to find the answers they need to live healthy, productive lives 
after their Persian Gulf service. 

The final report of the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses, which we are reviewing today, is a first step toward 
this goal. I want to thank the members of the President’s Advisory 
Committee who are presenting their findings to this Committee and the 
other members who helped draft the report for their efforts. Your work, 
combined with other activities being completed by the Departments of 
Defense and Veterans’ Affairs and others, will allow large strides to be 
made in understanding the health problems being faced by Gulf War 
veterans. Additionally, the recommendations made in the report can help 
improve the safety of personnel involved in future military missions abroad. 

The most important point to remember as we discuss this issue, however, 
is that this is an immediate problem for Persian Gulf War veterans. Those 
veterans experiencing “Persian Gulf Syndrome” and those who are simply 
concerned about their health status after their tour of duty in the Gulf 
deserve a quick resolution to their situations. 
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STATEMENT BY CONGRESSMAN FRANK MASCARA 
PERSIAN GULF WAR ILLNESS HEARING 
FEBRUARY 11, 1997 

GOOD AFTERNOON MR. CHAIRMAN, I WANT TO 
THANK YOU FOR AGREEING TO HOLD THIS HEARING 
TODAY WHICH WILL LET THIS COMMITTEE BEGIN TO 
EXPLORE THE TRAGEDY THAT HAS COME TO BE 
KNOWN AS THE GULF WAR SYNDROME. 

I JOIN WITH MEMBERS OF THE COMMITTEE 
REPRESENTING BOTH SIDES OF THE AISLE IN URGING 
THAT TODAY’S MEETING BE CONSIDERED JUST A 
BEGINNING. OVER THE COURSE OF THE 105TH 
CONGRESS, I WOULD HOPE YOU WOULD AGREE TO 
HOLD A SERIES OF HEARINGS THAT WOULD ALLOW 
US TO DELVE INTO ALL ASPECTS OF THIS MOST 
DISTURBING SITUATION. 

FOR A VARIETY OF REASONS, OTHER 
CONGRESSIONAL COMMITTEES HAVE TAKEN THE 
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LEAD AND BEGUN THEIR OWN GULF WAR 
INVESTIGATIONS. THROUGH HARD WORK AND 
PERSISTENCE, THEY UNCOVERED THE FACT THAT ON 
A NUMBER OF OCCASIONS, THOUSANDS OF GULF 
WAR MILITARY PERSONNEL WERE INDEED EXPOSED 
TO CHEMICAL WEAPONS. 

WHILE WE SHOULD THANK THESE COMMITTEES 
AND THEIR MEMBERS FOR THEIR COURAGE AND 
THEIR EFFORTS, ULTIMATELY IT IS OUR 
RESPONSIBILITY TO SEE THAT THE COUNTLESS GULF 
WAR VETERANS WHO ARE SUFFERING AS A RESULT 
OF THEIR SERVICE, LEARN THE TRUTH ABOUT THEIR 
EXPOSURE AND RECEIVE THE HEALTH CARE AND 
COMPENSATION THEY DESERVE. 

THIS COMMITTEE RIGHTFULLY HAS 
JURISDICTION OVER VETERANS’ HEALTH AND 
SERVICE-CONNECTED DISABILITY ISSUES AND, 
FRANKLY, WE NEED TO STAND UP AND RECLAIM OUR 


TURF. 
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FOR THE SAKE OF EACH AND EVERY VETERAN 
WHO WENT TO THE GULF AND LIVED THROUGH THE 
SAND, THE BUGS, THE OIL FIRES, AND THE SCUD 
MISSILE ATTACKS, WE MUST PLEDGE TO GET TO THE 
BOTTOM OF THIS STORY. IN MY OPINION THERE IS 
NOT BETTER NOR MORE APPROPRIATE PLACE FOR 
THAT TO HAPPEN THAN RIGHT HERE IN THE HOUSE 
COMMITTEE ON VETERANS’ AFFAIRS. 

I SAY THIS AS A MEMBER WHO IS A NOT A 
NEWCOMER TO THIS ISSUE. ALMOST FROM THE DAY 
IW AS ELECTED IN 1994, 1 BEGAN RECEIVING CALLS 
FROM VETERANS IN MY DISTRICT WHO SERVED IN 
THE GULF. THEIR SYMPTOMS WERE THE ONES WE 
HAVE ALL HEARD-CHRONIC RASHES, HEADACHES, 
SLEEPLESSNESS, STOMACH AND INTESTINAL 

PROBLEMS, MUSCLE AND JOIN PAINS, RARE 
CANCERS. 

MANY WERE YOUNG-TYPICALLY IN THEIR MID- 
TWENTIES. THEY WERE SICK, THE VA DOCTORS 


COULD FIND NO CAUSE FOR THEIR COMPLAINTS, AND 
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THEY PLEADED FOR HELP. 

ONE OF THE MOST TRAGIC CASES I HAVE 
CONFRONTED INVOLVED MARY RHOADS, AN ARMY 
RESERVE SERGEANT FROM CALIFORNIA, 
PENNSYLVANIA, WHO WAS INVOLVED IN THE 
TERRIBLE IRAQI SCUD MISSILE ATTACK ON HER 
BARRACKS IN RIYADH IN LATE FEBRUARY, 1991. 

AFTER RETURNING HOME, SHE WAS HIT WITH 
ONE ILLNESS AFTER ANOTHER. SHE HAS UNDERGONE 
A HYSTERECTOMY, HAS HAD HER GALL BLADDER 
REMOVED, AND SUFFERS FROM A SERIOUS LIVER 
AILMENT. TODAY, SHE IS VERY WEAK AND IS 
FREQUENTLY HOSPITALIZED. 

AFTER MANY HOURS OF WORK BY MYSELF AND 
MY STAFF, IN THE FALL OF 1995 SHE WAS FINALLY 
AWARDED A 100 PERCENT SERVICE-CONNECTED 
DISABILITY. IT WAS A HARD FOUGHT CASE AND ONE 
OF THE FIRST IN THE NATION IN WHICH THE VA 
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RECOGNIZED THE GULF WAR SYNDROME AS A 
CONTRIBUTING FACTOR. 

I SAW MARY AS THE “POSTER CHILD” OF THE 
GULF WAR SYNDROME AND URGED HER TO TESTIFY 
BEFORE THE PRESIDENT’S ADVISORY COMMITTEE ON 
GULF WAR VETERANS’ ILLNESS. DESPITE HER 
RAVAGED BODY, MARY TRAVELED TO WASHINGTON, 
D.C., AND SPENT MORE THAN AN HOUR BRAVELY 
TELLING COMMITTEE MEMBERS HOW HER ILLNESS 
HAD PROGRESSED. 

I TRULY BELIEVE HER COMPELLING TESTIMONY 
HELPED MAKE THE PRESIDENT AND THIS CONGRESS 
REALIZE THAT GULF WAR VETERANS MUST BE 
COMPENSATED FOR THEIR PAIN AND SUFFERING AND 
THAT MUCH MORE NEEDS TO BE DONE TO FIND 
ANSWERS TO THEIR TERRIBLE ILLNESSES. 

BECAUSE SHE IS SUCH A STRONG PERSON, MARY 
IS GOING TO ONE OF THE WOMEN FEATURED IN A 


FORTHCOMING BOOK ON THE GULF WAR. SEVERAL 
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WEEKS AGO, ONE OF ITS AUTHORS, WILLIAM 
NORTHROP, VISITED ME IN MY DISTRICT OFFICE. HE 
HAS INTERVIEWED HUNDREDS OF GULF WAR 
VETERANS AND SAYS THERE IS NO DOUBT IN HIS 
MIND THAT SOMETHING SERIOUS HAPPENED DURING 
THE CONFLICT THAT IS MAKING THESE VETERANS 
TERRIBLY ILL. 

HIS OWN THEORY IS THAT WHATEVER IS AT THE 
ROOT OF THE GULF WAR SYNDROME, IT WEAKENS 
THE IMMUNE SYSTEM, MAKING THE VETERANS 
SUSCEPTIBLE TO A VARIETY OF ILLNESSES. 

BECAUSE WORD SPREAD IN HE VETERANS’ 
COMMUNITY THAT I WAS ABLE TO HELP MARY, I 
HAVE RECEIVED LITERALLY HUNDREDS OF CALLS 
FROM VETERANS ALL OVER THE COUNTRY SEEKING 
MY ASSISTANCE. I COUNSELED MANY OF THESE 
VETERANS, REFERRED THEM TO THEIR OWN 
MEMBERS, AND WITH THE PERMISSION OF ONE 
MEMBER WAS ABLE TO HELP A FLORIDA WOMAN, 
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CANDY LOVETT, ALSO RECEIVE A 100 DISABILITY 
RATING. 

HAVING SEEN AND TALKED TO SO MANY SICK 
GULF WAR VETERANS , I MUST SAY I WAS TAKEN 
BACK WHEN I READ THAT THE PRESIDENT’S 
COMMITTEE FELT THE ONLY CREDIBLE LINK 
BETWEEN THE GULF WAR CONFLICT AND THE ON- 
GOING PATTERN OF ILLNESSES WE SEE TODAY IS 
STRESS. 

IN MY PART OF THE WORLD, MANY VETERANS 
FEEL THAT MEANS THE GOVERNMENT BELIEVES 
THEIR ILLNESS IS “ALL IN THEIR HEADS.” ANYONE 
WHO HAS SEEN FIRST-HAND THEIR DEVASTATED 
BODIES KNOWS THAT IS SIMPLY NOT THE CASE. 
THERE IS SOMETHING MORE AT WORK HERE. 

I UNDERSTAND THAT DURING THE STAFF 
BRIEFING, REPRESENTATIVES OF THE PRESIDENT’S 


COMMITTEE SPENT SOME TIME EMPHASIZING THAT 
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THE SCIENTIFIC STUDIES AVAILABLE CLEARLY SHOW 
STRESS AFFECTS THE BRAIN, THE IMMUNE SYSTEM, 
THE CARDIOVASCULAR SYSTEM AND HORMONAL 
RESPONSES. 

THEY EMPHASIZED THAT WHILE THE GULF WAR 
CONFLICT BLESSEDLY PRODUCED FEW CASUALTIES, 
MILITARY PERSONNEL THERE LIVED UNDER HELLISH 
CONDITIONS- CONSTANTLY FEARFUL OF A 
CHEMICAL OR SCUD MISSILE ATTACK-AND THAT 
STRESS WAS CLEARLY A NATURAL REACTION. 

I THINK MORE NEEDS TO BE DONE TO GET THAT 
MESSAGE OUT TO THE MORE THAN HALF MILLION 
MILITARY PERSONNEL WHO SERVED IN THE GULF, 
LETTING THEM KNOW THEIR GOVERNMENT 
RECOGNIZES A MEDICAL REASON FOR THEIR ILLNESS 
AND THAT THEY ARE NOT ALONE WOULD SURELY 
COMFORT THOUSANDS OF AILING VETERANS. 


LIKE THE PRESIDENT’S COMMITTEE, I AM MOST 
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ANGERED BY THE FAILURE OF THE DEPARTMENT OF 

4 

DEFENSE TO PROMPTLY REVEAL THAT SOLDIERS 
WERE INDEED EXPOSED TO CHEMICAL WEAPONS 
AND THEIR TOXIC RESIDUE. 

WE NEED TO GET TO THE BOTTOM OF THIS 
MATTER AND FIND OUT THE TRUTH. SOMEONE 
WITHIN THE PENTAGON NEEDS TO BE HELD 
ACCOUNTABLE. LIKE THE PRESIDENT’S COMMITTEE, I 
FEEL AN INVESTIGATION BY AN INDEPENDENT THIRD 
PARTY IS THE ONLY WAY CREDIBILITY CAN BE 
RESTORED. 

AS MANY OF YOU KNOW, I AM AN ARMY 
VETERAN WHOSE FOUR BROTHERS SERVED IN 
WORLD WAR II. MY FATHER, AN IMMIGRANT FROM 
ITALY, CAME TO THIS COUNTRY AND SEVERAL 
MONTHS LATER FOUND HIMSELF IN FRANCE 
FIGHTING IN WORLD WAR I. HE DID NOT 
UNDERSTAND ENGLISH VERY WELL AND WAS 


BAFFLED WHEN HE WAS AWARDED A SILVER STAR IN 
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THE LATE 1930’S FOR HIS VALIANT SERVICE AND 
CALLED “A HERO.” 

FROM HIS EXPERIENCE. MY FAMILY LEARNED 
FIRST-HAND THE PROBLEMS ASSOCIATED WITH 
EXPOSURE TO CHEMICAL WEAPONS. I WAS TOO 
YOUNG TO REALLY UNDERSTAND, BUT MANY TIMES 
MY FATHER WOULD GASP FOR BREATH AS A RESULT 
OF EXPOSURE TO MUSTARD GAS. HE DIED AT AGE 53, 
WHICH I AM SURE IN SOME WAY WAS RELATED TO 
CHEMICAL EXPOSURE DURING WORLD WAR I. 

OVER THE YEARS, I HAVE SEEN OUR NATION 
FUMBLE ITS RESPONSE TO THE VETERANS WHO 
WERE EXPOSED TO ATOMIC RADIATION AND AGENT 
ORANGE, TO THE POW-MIA SITUATION. AND NOW TO 
CHEMICAL WEAPONS EXPOSURE IN THE GULF WAR. 
WE CANNOT LET THIS HAPPEN AGAIN. IT IS UNFAIR. 

THESE MILITARY PERSONNEL SERVED OUR 
COUNTRY IN ITS TIME OF NEED. THEY DID SO 
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BRAVELY AND COURAGEOUSLY. WE OWE THEM A 
DEBT OF GRATITUDE AND THEY CERTAINLY 
DESERVE TO BE TREATED BETTER. 

WE DO NOT NEED ANY FURTHER DISASTERS. WE 
NEED TO GET IN PLACE NOW, NOT LATER, A 
PROCEDURE THAT WILL LET US SYSTEMATICALLY 
AND SCIENTIFICALLY REVIEW THE HEALTH STATUS 
AND FIGHTING EXPERIENCES OF OUR SOLDIERS 
BEFORE THEY GO INTO BATTLE, DURING CONFLICTS, 
AND PERIODICALLY IN THE FOLLOWING YEARS. 

WITH THAT KIND OF QUALITY DATA BASE, AND 
AN OPEN AND TRUTHFUL DIALOGUE WITH MILITARY 
PERSONNEL ABOUT THE RISKS THEY FACE, THE 
CONFUSION AND ANGER FELT BY SO MANY 
VETERANS WHO BELIEVE THEIR COUNTRY HAS 
FORGOTTEN AND ABANDONED THEM WOULD 


CERTAINLY BEGIN TO SUBSIDE. 
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WE MUST STOP THIS TRAVESTY AND WE MUST 
STOP IT NOW! 


THANK YOU AGAIN MR. CHAIRMAN. 


-THE END- 
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CONGRESSMAN DAN SCHAEFER 

11 FEBRUARY 1997 

HOUSE COMMITTEE ON VETERANS' 

AFFAIRS 

HEARING ON PERSIAN GULF WAR 
ILLNESSES 

I WOULD LIKE TO BEGIN BY THANKING 
CHAIRMAN STUMP FOR CALLING THIS 
HEARING. THE BIPARTISANSHIP OF THE 
COMMITTEE'S PAST WORK IS HEARTENING. 
I HOPE AND EXPECT IT WILL CONTINUE 
THROUGHOUT THE 105TH CONGRESS. THE 
ISSUE WE ARE DEALING WITH TODAY IS 
NOT A PARTISAN ISSUE. DEMOCRATS AND 
REPUBLICANS ALIKE ARE UNITED TO 
DETERMINE THE CAUSES OF WHAT IS 
KNOWN AS "PERSIAN GULF WAR 
SYNDROME. " THE FACTS SURROUNDING 
THIS SYNDROME DEEPLY TROUBLE MANY. 
FOR ME, IT IS WHAT IS NOT KNOWN 
ABOUT THIS MYSTERIOUS ILLNESS THAT IS 
CONCERNING. 

OUR BRAVE VETERANS, WHO WERE 
WILLING TO SACRIFICE THEIR LIVES ON 
FOREIGN SOIL, DESERVE ONLY ONE THING 
FROM THE GOVERNMENT THAT SENT THEM 
THERE: THE TRUTH. THIS HEARING, 

WHICH I HOPE IS ONLY THE FIRST OF A 
SERIES, IS A STEP TO PROVIDING OUR 
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PERSIAN GULF WAR VETERANS THIS 
SATISFACTION. 

I WOULD ALSO LIKE TO COMMEND THE 
PRESIDENTIAL ADVISORY COMMITTEE ON 
GULF WAR VETERANS' ILLNESSES FOR 
THEIR HARD WORK AND DETERMINATION 
ON BEHALF OF THESE VETERANS. IT IS 
IMPORTANT TO REMEMBER, HOWEVER, 
THAT THE CONCLUSIONS REACHED BY THE 
ADVISORY COMMITTEE ARE ONLY THE 
PRELIMINARY FINDINGS IN OUR QUEST FOR 
THE TRUTH. ITS REPORT SHOULD BE USED 
AS A BASIS FOR FURTHER STUDY. ITS 
FINDINGS AND RECOMMENDATIONS 
SHOULD BE TAKEN SERIOUSLY. BUT THE 
SEARCH FOR FURTHER DETAILS AND 
INFORMATION MUST GO ON. ONLY BY SO 
DOING, CAN WE GIVE VETERANS OF 
FUTURE CONFLICTS COMFORT THAT THEIR 
GOVERNMENT WILL PROVIDE PROMPT AND 
JUST ANSWERS TO THEIR MEDICAL 
CONCERNS, AS IS THEIR DUE. 

THANK YOU AGAIN, MR. CHAIRMAN. I 
EAGERLY ANTICIPATE WORKING TOGETHER 
WITH THE MEMBERS OF THE COMMITTEE, 
ON BOTH SIDES OF THE AISLE, TO BRING 
THE SUFFERERS OF PERSIAN GULF WAR 


SYNDROME ANSWERS. 



313 


Opening Remarks - Veterans Affairs Committee 
Hearing on Persian Gulf War Veterans’ Illnesses 

February 11, 1997 


Thank you, Mr. Chairman, for scheduling this session 
which represents an opportunity to review the findings of 
the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses. 

Today’s hearing is a true reflection of the commitment of 
both the Congress and Administration to address the 
concerns of Veterans as well^ll American’s regarding 
our men and women who saw action in the Gulf. 

As a new member to the Veteran’s Committee, it is my 
understanding that there have been numerous hearings 
with regard to Gulf War Veterans Illnesses. Within my 
district the IGti^ of Texas, which includes Fort Bliss, there 
are numerous veterans from the Persian Gulf War. 

Through this committees oversight, on behalf of those 
veterans in my district and throughout the country, the 
proper administration of health care, benefits, and 
recommendations for future deployments of Americans 
troops is our goal. I want to commend the President’s 
committee for the comprehensive examination they have 
conducted to evaluate the government’s response on this 
issue. 

I look forward to this afternoon’s testimony by the 
Presidential Advisory Committee members, which will 
certainly further this committees ongoing investigations 
and oversight in this matter. 
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Statement of Representative Helen Chenoweth: 

Mr. Chairman, I would like to express my profound appreciation for this opportunity to 
serve on the Committee on Veterans’ Affairs. I have always been a strong supporter of America’s 
veterans, and have tried to seize every opportunity to see that they receive the care and attention 
they deserve. This committee membership will give me a chance to truly make a difference in the 
lives of those who have served our country. I look forward to working with you and with other 
members of the committee, on both sides of the aisle, and to helping maintain the bipartisan spirit 
that has distinguished this committee. 

I am pleased that my first committee activity is this hearing on Gulf War Syndrome, and 
that my first contribution is the testimony of Persian Gulf War veteran David Smith. 

When Americans ask men and women to serve in our nation's armed forces, we make 
them certain promises. One of the most important is the promise of proper health care, but 
tragically, for many veterans of Operation Desert Storm, that promise has been broken. 

Former-marine Corporal David Smith fought bravely during Operation Desert Storm, but 
for him, the battle did not end when the conflict was over. For the last six years, he has fought a 
bureaucratic war to win the treatment he requires and the compensation he deserves. Six years 
ago David Smith was healthy and strong — he set a Marine squat record of 765 pounds in the 
242-pound division. Since he returned from the Gulf, he has suffered from a swollen liver, 
internal bleeding, a recurring testicular inflection, depression, irritable bowels, chronic digestive 
trouble, weight loss, joint aches, memory loss, sensitivity to light and yeast infection in the upper 
layers of his skin. 

The VA clinic in West Los Angeles prescribed morphine for pain, but after two months, 
the prescription ran out. Smith went to the nearest VA hospital in Walla Walla, Washington, but 
because the Walla Walla facility rejected the diagnosis of the West Los Angeles facility, he was 
unable to renew his prescription and had to suffer the agony of morphine withdrawal. All the 
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while, the disability pension he so desperately needed was denied because the VA rejected the 
“service connection” of his illness. 

Ironically, David Smith received an “advisory opinion” from the VA recommending some 
of his illnesses be considered service connected the same day he received an invitation to testify 
before Congress. I believe it is important for us to determine the reason for the VA’s sudden 
change of heart. While this part of the battle may be over for David Smith, for many other Gulf 
War veterans, the battle is just beginning. 

The report of the Presidential Advisory Committee on Gulf War Veterans (PAC) is a step 
in the right direction, especially the conclusion that many veterans have illnesses likely to be 
connected to their service in the Gulf We must now follow up on the PAC’s recommendation for 
additional research into the long-term health effects of low-level exposures to chemical warfare 
agents and the synergistic effects of pyridostigmine bromide with other Gulf War risk factors. We 
must also look further into the Department of Defense (DOD) effort to assess possible exposures 
of U.S. troops to chemical warfare agents in the Gulf I am especially concerned by the PAC’s 
conclusion that DOD’s investigations were superficial and unlikely to provide credible answers to 
veterans’ and the public’s questions. Last we must find and root out the cause of the bureaucratic 
nightmare David Smith and other Operation Desert Storm veterans have experienced after the 
war. 


It is my hope that these hearings will lead to administrative and, if necessary, legislative 
measures that enable victims of Gulf War Syndrome to receive the care they need and deserve. I 
think we can all agree, the time has come to take action to keep our promises to Gulf War 
veterans. 

Again, thank you for giving me the opportunity to be here and to present a witness. I look 
forward to working on a productive, objective, and bipartisan Committee on Veterans’ Affairs in 
the 105th Congress. 
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President Clinton established the Presidential Advisory Committee on Gulf War Veterans' 
Illnesses in May 1 995 to ensure an independent, open, and comprehensive examination of health 
concerns related to Gulf War service. The Committee, a 12>member panel made up of veterans, 
scientists, health care professionals, and policy experts, held 18 public meetings between August 1995 
and November 1996. We heard invited testimony and received public comment at each meeting. 

Staff held in-house consultations, received briefings, conducted literature reviews, interviewed 
veterans, and reviewed government documents throughout our tenure. We analyzed information on 
the full range of activities specified in our charter — research, coordinating efforts, medical treatment, 
outreach, reviews conducted by other governmental and nongovernmental bodies, risk factors 
(exposure and health effects), and chemical and biological weapons — to reach our findings and 
recommendations. The Final Report presents the Committee's conclusions in three major parts: 

• an evaluation of the government's response to Gulf War veterans' illnesses; 

• an evaluation of available data on the nature of Gulf War veterans' illnesses; and 

• an evaluation of available data on the health effects of Gulf War risk factors. 

Findings and recommendations specific to the needs of Gulf War veterans appear throughout 
the Final Report and are summarized here. 

The Committee's primary focus was on Gulf War veterans’ illnesses, but parallels with the 
health concerns of Vietnam veterans became increasingly obvious over time. Thus, the Committee 
also decided to include in its analysis, recommendations on how to anticipate and avoid post-conflict 
health concerns. 


ADDRESSING GULF WAR VETERANS' ILLNESSES 

Overall, the Committee is encouraged by the government's response to the range of health- 
related problems experienced by Gulf War veterans. We found the Vet Centers and Persian Gulf 
Family Support Program established by the Department of Veterans Affairs (VA) to be effective 
outreach programs and recommend that these field-based initiatives serve as models for health 
education and risk communication campaigns. 

The Committee agrees with the Institute of Medicine's conclusion that the clinical evaluation 
programs of the Department of Defense (DOD) and VA are excellent for the diagnosis of Gulf War 
veterans' illnesses. We found some shortcomings in the availability of treatment, particularly with 
regard to mental health and reproductive health, and recommend better follow-up care in these areas. 

The Committee found that the government's research portfolio is appropriately weighted 
toward epidemiologic studies and studies on stress-related disorders that are likely to improve our 
understanding of Gulf War veterans' illnesses. To close gaps in the current knowledge base, we 
recommend additional research on the long-term health effects of low-level exposures to chemical 
warfare agents and on the synergistic effects of pyridostigmine bromide — a chemical warfare agent 
pretreatment — with other Gulf War risk factors. We also recommend more emphasis on basic and 
applied research on the body's physical response to stress. 


1 


39-303 97 -11 



318 


The existing knowledge base, including results from epidemiologic studies of Gulf War 
veterans, data from clinical evaluation and treatment programs for Gulf War veterans, and published 
literature from decades of toxicologic research, enabled the Committee to reach some conclusions 
about the nature and causes of Gulf War veterans’ illnesses. We found that: 

f among the subset of the Gulf War veteran population examined in the ongoing clinical 
and research programs, many veterans have illnesses likely to be connected to their 
service in the Gulf. 

• current scientific evidence does not support a causal link between the symptoms and 
illnesses reported today by Gulf War veterans and exposures while in the Gulf region 
to the following environmental risk factors assessed by the Committee: pesticides, 
chemical warfare agents, biological warfare agents, vaccines, pyridostigmine bromide, 
infectious diseases, depleted uranium, oil-well 6res and smoke, and petroleum 
products. 

• stress is known to affect the brain, immune system, cardiovascular system, and 
various hormonal responses. Stress manifests in diverse ways, and is likely to be an 
important contributing factor to the broad range of physical and psychological 
illnesses currently being reported by Gulf War veterans. 

Currently, the extent of service-connected illness among Gulf War veterans is unknown, but 
the Committee anticipates results from the large, population-based epidemiologic studies now 
underway will shed light on this issue. In addition to the government’s existing research, the 
Committee also recommends that mortality studies of Gulf War veterans continue, since some health 
effects, such as cancer, would not be expected to appear until a decade or more after the end of the 
Gulf War. 

Although somewhat slow to act at the end of the Gulf War, the government is now providing 
appropriate medical care to Gulf War veterans and has initiated research in the areas most likely to 
illuminate the causes of their illnesses. The Committee identified ways to fine-tune those efforts, but 
found that, for the most part, the government has acted in good faith to address veterans' health 
concerns. 

The Committee takes issue with the government’s performance in one key area: investigation 
of possible exposures of U.S. troops to chemical and biological warfare agents in the Gulf. We found 
substantial evidence of site-specific, low-level exposures to chemical warfare agents. Moreover, we 
found DOD's investigations to date superficial and unlikely to provide credible answers to veterans' 
and the public's questions. DOD's failure to seriously investigate chemical warfare agent exposures 
also adversely affected decisions related to funding research into possible health effects of low-level 
exposures to chemical warfare agents. At the Committee's final meeting in November 1996, DOD 
announced plans to revamp its investigatory and research programs related to low-level chemical 
warfare agent exposure. The Committee believes these efforts — combined with independent, high- 
quality oversight — could begin to restore public confidence in the government's investigations of 
possible incidents of chemical warfare agent exposure. Given that these steps come too late for the 
Committee to evaluate, however, we emphasize the im|x>rtance of the following recommendation: 
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• To ensure credibility and thoroughness, further investigation of possible chemical or 
biological warfare agent exposures during the Gulf War should be conducted by a 
group independent of DOD. Openness in overeight activities — including public 
access to information and veteran participation — ^public notice of meetings, 
opportunity for public comment, and regular reporting are essential. Full public 
accountability is critical. 

The government has a significant amount of ground to recover with Gulf War veterans and the 
American public, who have come to question whether a lack of data — on possible chemical warfare 
agent exposures, on the pre- or post-deployment health of veterans, or on the location of troops in- 
theater — indicates a lack of commitment to veterans’ health. We recognize the many laudatory actions 
taken to address the concerns of Gulf War veterans, but the Committee believes the government can 
do a better job of anticipating and avoiding these types of problems. We offer the following findings 
and recommendations in that spirit. 


AVOIDING POST-CONFLICT HEALTH CONCERNS 

The Committee was impressed by the professionalism of the individuals responsible for the 
government services we evaluated. We believe the expertise needed to improve technical performance 
and implement policy and procedural changes resides within the government, but we also believe that 
DOD and VA have much to learn from their peers in other agencies. Therefore, the Committee 
recommends that: 

• A Presidential Review Directive (PRD) be issued to instruct the National Science and 
Technology Council (NSTC) to develop an interagency plan to address health 
preparedness for and readjustment of veterans and families after future conflicts and 
peacekeeping missions. The President’s Committee of Advisors on Science and 
Technology and other nongovernmental experts, as appropriate, should be asked to 
review the plan 1 2 months after the PRD is issued and again at 1 8 months to ensure 
national expertise is brought to bear on these issues. 

The NSTC's agenda should include the following recommendations for better communication, 
data, and services, which were developed during the Committee’s evaluation of issues related to Gulf 
War veterans' illnesses. 

Better Communication 

Clearly, the volunteers who serve in defense of our Nation deserve complete and accurate 
information about the risks they face. An open democracy demands that the public, as well, has the 
opportunity to engage in policy debates that accompany the commitment of troops abroad. Therefore, 
the Committee recommends that: 


DOD and VA immediately develop and implement a comprehensive risk 
communication plan. This effort should move forward in close cooperation with 
agencies that have a high degree of public trust and experience with risk 
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communication, such as the Agency for Toxic Substances and Disease Registry and 
the National Institute for Occupational Safety and Health. 

• FDA solicit timely public and expert comment on any rule that permits waiver of 
informed consent for use of investigational products in military exigencies. Among 
the areas that specifically should be revisited are: adequacy of disclosure to service 
personnel; adequacy of recordkeeping; long-term followup of individuals who receive 
investigational products; review by an institutional review board outside of DOD; and 
additional procedures to enhance understanding, oversight, and accountability. 

Better Data 

Many of the health concerns of Gulf War veterans may never be resolved fully because of the 
lack of data. The Committee identified problems related to missing medical records, the absence of 
baseline health data, inaccurate records of troop locations, and incomplete data on the health effects of 
what should have been viewed as reasonably anticipated risks. To help prevent similar problems in 
the future, we recommend that: 

• DOD officials at the highest echelons, including the Joint Chiefs of Staff and the 
Commanders in Chief, assign a high priority to dealing with the problem of lost or 
missing medical records. A computerized central database is important. Specialized 
databases must be compatible with the central database. Attention should be directed 
toward developing a mechanism for computerizing medical data in the field 
(including classified information, if and when it is needed). DOD and VA should 
adopt standardized recordkeeping to ensure continuity. 

• the Persian Gulf Veterans Coordinating Board and other appropriate departments and 
agencies be charged to develop a protocol to implement the following 
recommendation, which was made in the Committee's Interim Report: Prior to any 
deployment, DOD should undertake a thorough health evaluation of a large sample of 
troops to enable better postdeployment medical epidemiology. Medical surveillance 
should be standardized for a core set of tests across all services, including timely 
postdeployment followup. 

• the government develop more accurate and reliable methods of recording troop 
locations to facilitate post-conflict health research. DOD should make full use of 
global positioning technologies. 

• the government plan for further research on possible long-term health effects of low- 
level exposure to organophosphorus nerve agents such as sarin, soman, or various 
pesticides, based on studies of groups with well-characterized exposures, including: 
a) cases of U.S. workers exposed to organophosphorous pesticides; and b) civilians 
exposed to the chemical warfare agent sarin during the 1994 and 1995 terrorist attacks 
in Japan. Additional work should include followup and evaluation of an appropriate 
subset of any U.S. service personnel who are presumed to be exposed during the Gulf 
War. The government should begin by consulting with appropriate experts, both 
governmental and nongovernmental, on organophosphorus nerve agent effects. 

Studies of human populations with well-characterized exposures will be much more 
revealing than studies based on animal models, which should be given lower priority. 
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• the government continue to collect and archive serum samples from U S. service 
personnel when feasible. 

• research on possible causes and methods of prevention of excess mortality from 
external causes among veterans receives high priority. 

• the government consider methods for routinely sampling military populations 
regarding reproductive health so that an appropriate baseline exists for evaluating 
reproductive outcomes following deployment. In particular, DOD should consult 
with the National Center for Health Statistics and strongly consider implementing its 
National Survey of Family Growth and related methodologies for collecting data. 

• the entire federal research portfolio place greater emphasis on basic and applied 
research on the physical effects of stress and on stress-related disorders. 

Better Services 

The Nation has long provided care to veterans for service-connected health problems. 
Unfortunately, the government continues to give short shrift to veterans’ legitimate concerns about 
reproductive health, and society at large continues to stigmatize mental health concerns. Therefore, 
the Committee recommends that: 

• the government conduct a thorough review of VA's policies concerning reproductive 
health and seek statutory authority to treat veterans and their families for service- 
connected problems. When indicated, genetic counseling should be provided — either 
via VA treatment facilities or referral — to assist veterans and their families who have 
reproductive concerns stemming from military service. 

• the government continue and intensify eftbrts to develop stress reduction programs for 
all troops, with special emphasis on deployed troops. 

Conclusion 

Approximately 697,000 men and women answered the call to serve in Operations Desert 
Shieid/Desert Storm. In many important ways — through medical care, outreach, and research — the 
Nation has begun to pay its debt to these service members. It is essential, now, to move swiftly 
toward resolving Gulf War veterans' principal remaining concerns: How many U.S. troops were 
exposed to chemical warfare agents, and to what degree? 

A continued and sustained commitment to a healthy future for Gulf War veterans — for all 
current and future veterans — is a priority for all Americans. This Final Report represents the 
Committee’s contribution to that goal. We have given our full dedication to President Clinton’s charge 
and have appreciated the opportunity to serve Gulf War veterans and their families. 
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U.S. House of Representatives 
Committee on Veterans Affairs 
1 ! February ! 997 

Statement by John C. Bailar Hi, M.D., Ph.D. 
Chair, Department of Health Studies 
University of Chicago 


I am grateful to the Committee for this opportunity to discuss some aspects of the health of 
veterans of the Persian Gulf War. I am here as Chair of the Committee at the Institute of 
Medicine, National Academy of Sciences, titled “Committee to Review the Health Consequences 
of Service during the Persian Gulf War.” We wrote two reports, both available to the public from 
the National Academy Press. The second report was finished and delivered to the sponsors on 30 
September 1996. A short form of my curriculum vitae is attached, and details are available on 
request. I also wish to state that I do not now. and have not during the past two years, held any 
Federal grant or contract relevant to the subject matter of this testimony. I regret to tell you that a 
recent injury prevents my travel. My testimony will be presented by Dr. Philip K. Russell, 
Professor of Internationa! Health, School of Hygiene and Public Health, Johns Hopkins University. 
Dr. Russell was a very active member of our committee, and can present our views quite well. I 
understand that he will also be available to answer questions. 

The charge to our committee included three elements, lightly paraphrased as: 

1 . Assess the effectiveness of actions taken by the Secretary of Veterans Affairs and 
the Secretaiy of Defense to collect and maintain information that is potentially 
useful for addressing the health consequences of military service in the Persian Gulf 
Theater of Operations during the Persian Gulf War. 

2 . Recommend means to improve the collection and maintenance of such information. 

3 . Determine whether there is sound scientific basis for an epidemiological study or 
studies of the health consequences of such service, and if there is sound scientific 
basis, recommend the nature of the study or studies. 

During its three year duration, the committee met sixteen times, and received information from a 
wide variety of sources, as documented in appendices to our published reports. We heard from 
veterans, their families, veterans’ organizations, military experts, and physicians and scientists 
from many different scientific and technical disciplines. We made 27 recommendations in our 
first report, and 1 8 in the second. Highlights from our recommendations are as follows: 

• There is a pressing need for a single, uniform, computerized medical record form 
and system to cover all military personnel, the National Guard, and reserve units, 
including hospital admissions, clinic visits, and other medical encounters (such as 
immunizations), and the record for each person covered should be continuous with 
his or her medical record in the Department of Veterans Affairs. 

• There is also a pressing need for studies to identify and ameliorate risk factors for 
stress-related symptoms and disorders in military personnel. 

• Military preparedness should Include provision for the monitoring of exposures of 
potential medical concern. 

• We need research comparing active, reserve, and National Guard troops to 
determine whether differences in personal characteristics or policies and procedures 
for mobilization, deployment, and demobilization are associated with adverse 
health outcomes. 

• We need additional and more detailed research on mortality and illness among 
veterans, specifically including excess accident mortality and the circumstances in 
which injuries occur, with a view toward prevention. 

• There is a need for more detailed and more current information systems to 
document unit locations. 
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• There has been inadequate study of the health consequences of having men and 
women serve together, including stress consequences, and ways to reduce such 
consequences. 

• The epidemiologic capabilities of the armed forces must be strengthened. 

• Research sponsored by DoD and/or DVA on health matters should be submitted for 
publication in the open peer-reviewed literature in a timely manner. 

• There should be public announcement of and open competition for funding of 
research studies related to the health of Persian Gulf Veterans. 

The committee also recommends that certain activities already in progress be continued and 
strengthened. These include longitudinal studies of veterans’ health, including mental health; the 
Defense Medical Epidemiologic Database system; the Naval Health Research Center studies and 
the DVA National Health Survey; and evaluation of predictors of enrollment in the DVA Persian 
Gulf Health Registry. In addition, our Committee supported the continuation of research on the 
possible health effects of leishmaniasis, reproductive outcomes, and the consequences of very low- 
level chemical exposures, though we make no specific recommendations in these areas. 

You will note that the charge to our Committee did not include the study of the so-called “Gulf 
War Syndrome” (GWS). Thus, we make no recommendations that are directly related to the 
GWS, though the matter did come up for frequent and intense discussion during our meetings. 

The Committee was entirely convinced that there are large numbers of sick veterans, some of them 
seriously disabled by their symptoms, that they need appropriate medical diagnosis and care, and 
that active investigation into their problems must be continued. We were not, however, able to 
identify credible evidence that any specific kinds of exposure were responsible for the highly 
diverse symptoms labeled GWS. Indeed, though we had completed our deliberations by the time 
of the first disclosures of chemical exposures from the destruction of Iraqi ammunition dumps, our 
draft report already recognized the possibility of undisclosed or unknown exposures, so that the 
disclosures — when they came — did not affect our conclusions. 

Our Committee reviewed carefully the information provided to us regarding fourteen specific 
disorders that have been proposed as the basis for GWS, and we could not find even moderately 
convincing evidence for any of them. These are detailed in Chapter 5 of our second report. Other 
hypotheses have been proposed since that lime, and while the Committee as a whole did not have 
an opportunity to report on them, my own reading is that there is no more to support these new 
proposals than to support the fourteen that are discussed in our report. 

What is missing, uniformly, is direct evidence that exposure is related to health outcome. We are 
of course aware of the large number of veterans who have offered testimonials about linkages 
between exposure and their own health problems, and we arc aware of the large numbers of 
persons who are enrolled in the DVA and DoD registers. These do not and cannot establish cause- 
effect relationships. The symptoms are extremely common — headache, fatigue, memory loss, 
bone and joint pains, and so forth — and nearly every person must suffer from most of these during 
the course of a lifetime. Persons who have specific reasons for directing their attention to possible 
causes of symptoms (such as service during the Persian Gulf War) may incorrectly relate their 
symptoms to such exposure, rather than to the normal aches and pains of everyday life that are 
accepted in civilian settings. Further, the Persian Gulf Veterans were subjected to substantial 
stress, of a wide variety of types discussed in our report, and stress itself can cause serious, even 
disabling, symptoms. 

Since the time we completed our report. Dr. Hyams and colleagues have published a review and 
analysis of symptoms in veterans {Annals of Internal Medicine ). These investigators showed that 
similar collections of symptoms have been reported by veterans of every US war at least as far 
back as the Civil War, which is as far back as the records exist. Such symptoms have been 
reported by veterans in other countries, and they have been reported in civilian populations 
subjected to great stress, whether from earthquake, famine, military invasion, or other major 
threats. They have been reported among the Japanese survivors of the atomic bombs. Thus It may 
not be appropriate to think about a Gulf War Syndrome, but rather about a War Syndrome, or even 
a Stress Syndrome. 
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We recognize that very small numbers of veterans had other kinds of health problems that are 
directly related to their military service, including infection by leishmania, a few other infectious 
diseases, and injuries related to deployment and battle. Nor is this to deny that any stress-related 
symptoms are an important result of service in the gulf area; high levels of stress are clearly a 
consequence of military service, and should be recognized as potentially health-related. Nor does 
this deny the fact that substantial numbers of troops may have had very low exposures to chemical 
agents. 

Further, it does not deny the importance of continuing present and proposed research to identify 
other causes, if they should exist. We need to explore every avenue. 

In summary, however, we could find no acceptable evidence that the symptoms commonly called 
"Gulf War Syndrome” have any physical or physiological basis in chemical or any other exposures 
in the Gulf Theater. 

Every hospital and every physician sees patients with symptoms, and sometimes very serious 
physical disease, for which the exact nature of the diagnosis cannot be determined. These include 
such things as fevers of unknown origin, extensive and severe dermatitis, life-threatening allergies 
with no identifiable cause, and many other types of illness. The question, then, is not whether such 
illnesses appear in veterans of the Persian Gulf War, but whether their frequency is higher than in a 
suitably matched non-deployed population. Regarding medical problems that lie outside the scope 
of the usual components of the Gulf War Syndrome, we could find no evidence for such an 
increase. 

We recognize that many people are reluctant to face the fact that severe stress can cause major 
symptoms and even physical health problems, but we believe that it would be a medical mistake 
and a serious disservice to our honored veterans to discount this matter and to embrace one or 
another theory about illness related to a specific exposure. The reason is that the proper diagnosis 
and treatment of these (or other) symptoms is likely to depend on the cause, and treating a veteran 
for a chemically-induced condition, when the condition is in fact stress-related, may delay or even 
prevent more appropriate and more effective therapy for what are undoubtedly real problems. 

Again, many veterans have important medical symptoms as a result of their service in the Persian 
Gulf Theater, some are seriously disabled by these symptoms, and all need appropriate diagnosis 
and therapy. However, I believe that the most important service that might be offered by this 
Committee, your colleagues elsewhere in these halls, and others, is to work for a fully objective 
and thorough reading of the scientific evidence, and to recognize that the stresses of deployment 
and combat may in themselves cause all or nearly all of the illness that has been reported as the 
GWS. To state that chemical exposures are the cause of GWS may actually create lifelong 
dependency and disability. 

We are not saying that this matter has yet been proved, and we urge the continuation of appropriate 
research to investigate each promising new hypothesis. However, erroneous diagnosis and 
treatment for the wrong disease will be doing these veterans no service. 

The report of the Presidential Advisory Committee on Gulf War Veterans Illnesses was issued 
after our own report had been published, so we had no opportunity to develop a Committee view 
on it. I have, however, read it myself, and can offer some personal views. It was my privilege to 
review and offer substantial comment, all on minor matters, regarding the interim report of the 
Presidential Advisory Committee a year ago, and I was invited to comment on this final report. 
Unfortunately, I did not have time to do so, but I have read it since then. Overall, that Committee 
has done a fine job. 

Further, where it addresses the same issues as were examined by our lOM Committee, there is 
almost complete agreement regarding each major point. Differences are matters of tone and 
emphasis. 



325 


In particular, I agree (and I believe that all of our Committee members would agree) with the 
statement of the Presidential Advisory Committee that, “Current scientific evidence does not 
support a causal link between the symptoms and illnesses reported today by Gulf War veterans and 
exposures while in the Gulf region to the following environmental risk factors assessed by the 
Committee: pesticides, chemical warfare agents, biologic warfare agents, vaccines, 
pyridostigmine bromide, infectious diseases, depleted uranium, oil well fires and smoke, and 
petroleum products.” Further, I agree with the Presidential Advisoiy Committee, and I believe our 
Committee members would agree that, “Stress is known to affect the brain, immune system, 
cardiovascular system, and \ arious hormonal responses. Stress manifests itself in diverse ways, 
and is likely to be an important contributing factor to the broad range of physical and 
psychological illnesses currently being reported by Gulf War Veterans.” 

1 am not aware of any broad-based, independent panel of experts that has looked at this problem 
and reached a contrary conclusion. Converting one kind of medical problem — the effects of 
stress — into another kind of problem may create serious lifelong difficulties that could be avoided 
by grasping the most likely explanation of the GWS now. 1 believe that there is a clear lesson here 
for Congress, the Executive Branch, veterans, and the public. There seems to be much reluctance 
to accept the notion that the Gulf War Syndrome may be a manifestation of stress, combined with 
heightened awareness of a range of symptoms that we may all have anyway, but such concern 
about accepting the probable role of stress is misplaced. Stress alone can result in important 
symptoms as well as psychological problems, and correct diagnosis, with an understanding of 
causation, is the most reliable route to appropriate treatment and the relief of those symptoms. In 
the long run, the greatest service you can provide to each of our affected veterans is to convey the 
message that they are most probably the victims of the extremely stressful conditions that were 
necessarily a part of their military service in the Gulf. 
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VETERANS OF FOREIGN WARS OF THE UNITED STATES 



THE COMMANDER-IN-CHIEF 

STATEMENT OF 

JAMES E.N1ER 
COMMANDER-IN-CHIEF 

VETERANS OF FOREIGN WARS OF THE UNITED STATES 
BEFORE THE 

HOUSE COMMITTEE ON VETERANS AFFAIRS 
1:00 P.M. 

REGARDING PERSIAN GULF WAR ILLNESSES 
WASHINGTON, DC FEBRUARY 11, 1997 


MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE: 

On behalf of the 2 . 1 million men and women of the Veterans of Foreign Wars, I 
thank you for the opportunity to express the views of the VFW on the very important 
matter of illnesses that are affecting a number of our Persian Gulf veterans. The VFW has 
worked diligently in the effort to resolve this controversial issue, and will continue to do 
so until a resolution is reached that appropriately cares for the veterans involved I would 
like to take this opportunity to pledge to you, Mr Chairman, and to the other 
distinguished Members who serve with you on the Committee, the VFW’s coirunitment to 
bringing this issue to a successful close We look forward to working in unison with you 
and the Committee in this effort 

Mr. Chairman, several months back the VFW questioned the current two-year 
presumptive period for undiagnosed illnesses associated with service in the Gulf as being, 
at the time, unwarranted After consultation with VA as to the reasons for the two-year 
presumptive period, the VFW, on October 3, 19%, sent a communique to Secretary of 
VA Jesse Brown calling instead for the establishment of an open-ended presumptive 
period. The VFW believes that in light of current medical and scientific data, or, more 
appropriately, lack thereof, in conjunction with the experiences reported by Gulf War 
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veterans themselves, it is &r too eariy to establish a time limit as to when exposure 
symptoms will manifest. 

I am pleased to say that Secretary Brown has agreed to our request. We do urge, 
that such a dtar^ be implemented at the earliest posable date. If Secretary 
Brown is unable to do so — he has spoken of a 60 day review p^od to d^eimine die 
appropriate length of the presumptive period — then possibly this is something that should 
be done legislatively. (It is our understanding, however, that Secretary Brown does have 
the authority to implement such a change per Public Law 103-446.). The VFW will, 
nonetheless, most assuredly assist the Committee in any way it deems necessary in 
ensuring that the necessary changes are made at the earliest possible date. 

On a r^ated matter, the VFW is extremely concerned about the denial rate for 
veterans seeking service-connection for “undiagnosed illness” as a result of service in the 
Gulf Out of the over 10,000 Gulf War veterans who have been rated for an “undiagnosed 
illness” claim (Gulf War Illness), only $29 have been service-connected for compensation. 
(It is likely that the restrictive presumptive period concerning the manifestation of the 
condition is the primary reason why 95% of all “Undiagnosed-Illness” claims have been 
denied.) 

Given the number of Gulf War veterans who have come forward with claims of 
illnesses that have yet to be diagnosed, it seems implausible to us that 95% of them have 
no basis for an “undiagnosed illness” service-connected rating. And while it is our 
understanding that a number of these veterans are in faa service-connected for other 
dtagnosable ailments attributable to their service in the Gulf, we have great concern for 
those who are left out in the cold And as for those who are service-connected for other 
diagnosable illnesses, there is the risk that they may be not receiving the appropriate 
treatment for any undiagnosablc ailment not deemed service-connected. 

The VFW has brought up this matter with VA and the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses (PACGWVl). In an effort to ensure that no 
Persian Gulf veteran suffering from any degree of an undiagnosable illness goes 
uncompensated, we have promoted the need for some type of case definition for “Gulf 
War Syndrome.” Unfortunately, this proposal has been met mostly with resistance. And 
while we are aware of the intricate problems associated with such an undertaking, we feel 
the alternative — a situation where individual Persian Gulf veterans might go 
uncompensated for an undiagnosed illness associated with their service in the Gulf — is far 
more unacceptable 

Indirectly related to these undiagnosable illnesses is the VFW’s concern that the 
Department of Defense do everything possible to ensure that our troops are adequately 
protected during any future combat situation where the threat of chemical warfare agent 
use by an adversary exists This means providing our troops with the best chemical 
detection and anti-exposure equipment available Perhaps if our troops had access to such 
equipment, then we would not be in the unfortunate situation we find ourselves in today. 
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We should never again have to question the accuracy and ^ectiveness of our equipment 
or vaccinations, such as pyridostigmine bromide, when the lives of our brave servicemen 
and women are at stake. 

Mr. Chairman, the VFW has also for some time pushed for the extension of the 
Presidoit’s Advisory Comnuttee on Gulf War Veterans* Hindses beyond its original date 
of termination, scheduled for the end of 1996. We are very pleased that the President has 
recognized the excellent work done by the Advisory Committee and has granted our 
request, extending the life of the Advisory Committee for another nine months. 
Furthermore, we also pushed hard for the President to extend to the Advisory Committee 
additional oversight powers, another request which he granted. Given that certain 
governmental entities have been less than forthcoming with relevant data and slothful in 
enacting the ^propriate measures, we felt this was a necessary act. 

Lastly, I would briefly like to comment on the notion of stress as playing a role in 
the undiagnosed illnesses associated with service in the Gulf. While it may be true that 
stress does play a part in these ailments, we find it unfathomable as well as 
counterproductive to insist that stress is the predominant cause. To say that these 
ailments are nothing more than in the veterans* heads is an insult. We hope that as the 
medical and scientific community hones in on the causes and remedies of these illnesses, 
they are not restricted by the notion that stress is the cause. It would only result in an 
extreme and potentially dangerous disservice to our ill veterans. 

Mr. Chairman, the VFW is pleased that the appropriate amount of attention is 
being paid to resolving this issue. We feet that with the support of individuals such as 
yourself and the rest of the House Veterans Affairs Committee, we can find a solution that 
adequately cares for those veterans whose current ill situation resulted from their unselfish 
acts for the good of our nation. 

Again, on behalf of the Veterans of Foreign Wars of the United States, I thank you 
for the opportunity to be heard on this most important issue. Thank you. 
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Statement of 

Thomas Garthwaite, M.D. 
Deputy Under Secretary for Health 

Before the 

House Veterans’ Affairs Committee 
Hearing on Health Issues 
of Persian Gulf War Veterans 

February 11, 1997 


Mr. Chairman and Members of the Committee, I am pleased to have this 
opportunity to discuss VA’s Persian Gulf War-related programs. 


Since the focus of this hearing is on the report and recommendations of the 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses (PAC) I will describe 
the overall VA response to Persian Gulf veterans’ needs with a specific emphasis on those 
areas within the Advisory Committee’s charter. 


In the way of background let me discuss a few points about VA’s general response. 
On August 2, 1990, Saddam Hussein invaded Kuwait and the United States responded, 
sending American military men and women to the Persian Gulf. Ultimately, nearly 
700,000 U.S. troops were deployed to the Gulf in Operations Desert Shield and Desert 
Storm. After months of tense military build-up in a stark desert environment in which our 
troops were outnumbered, and under constant threat of chemical and biological warfare 
attacks, a short air war and a four day ground war- were successfully fought. 


However, for some Persian Gulf War veterans the pain of war was not over, and 
VA’s work was just beginning. Shortly after returning fi-om the Persian Gulf War, some 
veterans began to report a variety of symptoms and illnesses. In preparation for the needs 
of our latest combat veterans, VA immediately began development of its Persian Gulf 
programs. The first component of the VA’s comprehensive Gulf War response was the 
establishment of a health-care program, the VA Persian Gulf Registry health examination 


program. The Registry was developed in 1991 and implemented in 1992. Persian Gulf 
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health programs in the early days after the war were already being given high priority and 
attention. In 1993, at the request of VA, Congress enacted Public Law 103-210, giving 
Persian Gulf veterans special eligibility for VA health care. 

VA’s Persian Gulf programs are encompassed in a comprehensive four-pronged 
approach, addressing relevant medical care, research, compensation, and outreach and 
educational issues. VA provides Persian Gulf Registry health examinations and follow-up 
care at its medical facilities nationwide, speciahzed evaluations at four regional Referral 
Centers, and readjustment and sexual trauma counseling to Persian Gulf War veterans. To 
date, more than 63,000 Persian Gulf War veterans have completed Registry examinations, 
more than 1.8 million ambulatory care visits have been provided to 191,000 unique 
veterans, more than 19,000 veterans have been hospitalized at VA medical facilities, over 
350 veterans have received specialized Referral Center evaluations, and more than 74,000 
have been coimseled at VA’s Vet Centers. 

Persian Gulf Registry Examinations 

Persian Gulf veterans participating in the Registry examination program have 
commonly reported that they suffer from a diverse array of symptoms including fatigue, 
skin rash, headache, muscle and joint pain, memory problems, shortness of breath, sleep 
disturbances, gastrointestinal symptoms, and chest pain. These symptoms have been 
treated seriously and they have received appropriate medical evaluations. To date, the 
diagnoses received by Registry participants do not cluster in one organ system or disease 
category, but rather span a wide range of illnesses and diagnostic categories. As such, 
they do not meet the clinical definition of a medical syndrome per se. Having said this, 
though, in no way diminishes how we view these complaints or what type of evaluation 
the symptomatic person receives. Also of particular note, 12 percent of the VA Registry 
examination participants have had no current health complaints but have wished to 
participate in the examination because they were concerned that their future health might 
be affected as a consequence of their service in the Persian Gulf War. While 26 percent of 
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the Registry participants rated their health as poor, 73 percent receiving this examination 
reported their health as all right to good. 

With regard to the possible troop exposure to chemical warfare nerve agents, the 
Department of Defense has provided VA with a list of 21,799 individuals whom they 
identified as possibly being present within 50 kilometers of the Khamisiyah Ammunition 
Storage Area during the demolition period in March 1991 . A computer match of the 
Persian Gulf Health Examination Registry database with this list identified 1,978 veterans, 
or approximately 9 percent, had completed Registry examinations prior to September 
1996. A comparison of the examination results of these individuals with other Registry 
participants shows that similar types and rates of symptoms, diagnoses, and self-reported 
health status are reported, but virtually all veterans in the Khamisiyah group reported 
symptoms at the time of their Registry examinations. Furthermore, those 81 Registry 
participants who are identified to us by DOD as part being part of the on-site Khamisiyah 
demolition team report symptoms and are diagnosed with musculoskeletal conditions at a 
higher rate than the 50 kilometer or general Registry group. This health surveillance data 
is preliminary and is compiled from evaluations of a non-random, self-selected group of 
the individuals possibly exposed to nerve agents at Khamisiyah. While this information 
gives an limited snapshot of the health of some veterans thought to be present at this site 
in March 1991, the results should not be generalized to the entire Khamisiyah group or be 
considered definitive. I want to be clear that contrary to certain reports in the media, VA 
has no evidence of a causal link between the illnesses of Registry veterans and exposure to 
chemical warfare nerve agents. We do not, at present, attach any special significance to 
the differences we have identified. More complete information on the potential exposures, 
the individuals affected, and research on the possible chronic health effects of low-level 


chemical warfare nerve agent exposures is needed. A copy of this compiled clinical data 
has been provided to the Committee. 
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The Persian Gulf Registry was never intended or designed to be a scientific 
research study. It is a health-care program which was established to assist veterans’ entry 
into the continuum of VA care. As such, we encourage all Persian Gulf War veterans, 
symptomatic or not, to get a Registry examination. Furthermore, any Persian Gulf War 
veterans with health problems that may be related to an exposure that occurred during their 
Gulf service, is eligible for outpatient and inpatient care at VA medical facilities. 

No Unique Syndrome 

While some symptoms of Persian Gulf veterans are difficult to diagnose and 
remain unexplained, there is a general consensus among government and non-government 
physicians and scientists that current evidence does not support the existence of a single 
unique Persian Gulf Syndrome. The results of recently published research studies also 
has indicated that Persian Gulf veterans are not suffering at higher rates fi'om life- 
threatening medical conditions or being hospitalized at higher rates than their non- 
deployed counterparts. Does this mean that there is no problem and that Persian Gulf 
veterans concerns are being dismissed or ignored by VA? The answer is an emphatic no. 

Statements about the lack of a unique syndrome should not be misconstrued as 
being equivalent to a denial of the real illnesses, pain, and concerns of Persian Gulf 
veterans. Persian Gulf veterans who seek care fiom VA are suffering and, as indicated 
already, we are providing a substantial amount of health care and treatment for these 
veterans. Likewise, VA provides compensation for many of those who are disabled and is 
conducting research programs to better understand the nature and causes for their illnesses. 

Possible Chemical Warfare Agent Exposures 

The record shows that VA has always acknowledged the possibility that Persian 
Gulf War veterans were exposed to a wide variety of hazardous agents while serving in the 
Southwest Asia theater of operations, including chemical warfare agents. 
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In 1993, VA designed its clinical uniform case assessment protocol to detect 
clinical signs and symptoms related to possible nerve gas and other neurotoxic exposures. 
Neurologic examinations, neurophysiologic testing and cognitive testing were part of the 
earliest versions of this protocol. Because of this, appropriate diagnostic evaluations, care 
and treatment has been provided to Persian Gulf veterans despite lack of knowledge about 
verified chemical warfare exposures. After a thorough review of the evaluation protocol, I 
can confidently state that VA diagnostic protocols continue to serve as a valid set of 
clinical guidelines for initial screening examinations (Phase I) and more comprehensive 
evaluations of difficult-to-diagnose illnesses (Phase II) in Persian Gulf War veterans. 

These protocols received positive reviews by highly-respected physicians and scientists in 
the past. More recently, the Presidential Advisory Committee which was fully informed 
about the release of sarin at Khamisiyah, agreed with the Institute of Medicine’s 
conclusion that the cUnical evaluation programs of the V A and DOD are excellent for 
evaluation and diagnosis of Gulf War veterans’ illnesses. In response to P.L. 103-446, the 
diagnostic protocol and program administration will be reviewed again by a newly 
constituted Institute of Medicine Committee which will meet for the first time on February 
24 and 25, 1997. 

There has been some confusion among veterans, families and other non-medical 
groups regarding these statements that medical care has not been negatively impacted and 
that the current protocol is valid despite the new knowledge regarding BChamisiyah. The 
key to understanding these statements is the recognition that, to date, no valid diagnostic 
test has been found to identify chemical warfare agent exposures that occurred years ago; 
therefore, no confirmatory test can be performed for veterans who wish to know whether 
or not they were exposed to these toxins during their service in the Gulf. In addition, 
neurologic examinations, neurophysiologic testing and cognitive testing were part of the 
earliest versions of this protocol. The treatments available are not exclusive or specific to 
damage fiom nerve agent exposures. The treatments are specific to symptoms or 
diagnoses rather than being dependent on cause. 
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In the wake of the recent information regarding possible release of nerve agents at 
Khamisiyah in March 1991, VA has been asked whether we listened to veterans who 
reported their belief that they had been exposed to chemical warfare agents during their 
Persian Gulf service. We believe that there is undeniable evidence that VA officials did 
listen to those veterans and did take appropriate action to investigate their concerns. As 
an example, members of a Navy Reserve Construction Battalion unit from Alabama, 
Tennessee, North Carolina, and Georgia reported suffering adverse health effects which 
they attributed to exposure to chemical warfare agents during their Persian Gulf War 
service. In response, in 1993 VA established a pilot medical program at the Birmingham 
VA Medical Center to evaluate their health status. As part of this special health-care 
program, more than 100 veterans were evaluated and treated. Veterans with cognitive 
symptoms received extensive (7-8 hour) neuropsychological testing and clinical 
evaluations. In 1995, Birmingham was designated as the fourth regional Persian Gulf 
Referral Center site in order to make this expertise available to a larger number of 
veterans. 

Furthermore, the VA revised Registry examination protocol routinely asks 
participants to report the exposures they believe occurred during their service in Desert 
Shield and Desert Storm, including possible exposure to mustard gas or nerve agents. 

VA’s openness to veterans’ views and concerns is also evident in the representation of 
veteran service organizations on the VA Persian Gulf War Expert Scientific Advisory 
Committee ever since Secretary Brown established it in 1993. In addition to these clinical 
programs, research studies are underway to investigate the prevalence of symptoms and 
medical conditions among Gulf War veterans and to determine whether they are associated 
with the wide range of reported risk factors, including chemical warfare agents. 

Research 

In order to get the best assessment of the health status of the veterans, a carefully 
designed and well-executed research program is necessary. VA, as lead agent for federally 
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sponsored Persian Gulf War research programs, has already laid the foundation for such a 
research plan. Under the auspices of the Persian Gulf Veterans Coordinating Board’s 
Research Working Group, VA has developed a structured research portfolio to address the 
currently recognized, highest priority medical and scientific issues. More than 80 research 
projects are in progress and others have been completed. We continue to search for 
answers and to expand our understanding of the complex array of issues related to Persian 
Gulf War veterans’ illnesses. While scientific answers are being sought, VA also 
continues to provide Persian Gulf War veterans with needed health care and other services 
to reduce their suffering. 

VA’s own research programs related to Persian Gulf veterans’ illnesses include 
more than 30 individual projects being carried out nationwide by VA and University- 
affiliated investigators. 

VA established three Environmental Hazards Research Centers in 1994. All three 
centers are carrying out projects which address aspects of the potential adverse health 
outcomes of exposure to a wide variety of hazards, including neurotoxins. In 1996, we 
established a fourth center at the Louisville VAMC for investigation of adverse 
reproductive outcomes. In addition, VA’s Environmental Epidemiology Service has 
completed an initial Persian Gulf Veterans Mortality Sttidy and has begun a long-term 
mortality study. The VA National Health Survey of Persian Gulf Veterans and Their 
Families is being carried out by the VA’s Environmental Epidemiology Service. Phase I, 
a postal survey of 15,000 Gulf War veterans and a comparison group of 15,000 Gulf era 
veterans, was completed in August 1 996. The questions on this survey asked veterans to 
report health complaints, medical conditions, and possible exposures to a wide variety of 
possible environmental agents, including potential nerve gas or mustard gas exposure. 

The response rate for Phase 1 of this postal survey was good, with an adjusted response 
rate of approximately 57 percent. Phase 11 will consist of 8,000 telephone interviews and a 
review of 4,000 medical records. Phase II will address the potential for non-response bias. 
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provide a more stable estimate of prevalence rates for various health outcomes, and verify 
self-reported health outcomes in medical records. The Phase III examination protocol is 
being finalized and examinations of veterans and their family members are planned to 
begin in Spring 1997. Peer-review is provided by a subcommittee of VA’s Persian Gulf 
War Expert Scientific Advisory Committee. Details of these and other government- 
sponsored research studies are included in the report. Federally Sponsored Research on 
Persian Gulf Veteran.s’ Tllne.sses for 199S Copies of this report have been provided to the 
Committee. 


Coordinating Board 

In January 1994, the President established the Persian Gulf Veterans Coordinating 
Board, chaired by the Secretaries of VA, DoD, and HHS, to provide interdepartmental 
coordination and direction of federal programs related to Persian Gulf War veterans. The 
Coordinating Board provides an interdepartmental means to share information on Persian 
Gulf War veterans health, to allocate available resources to the apparent highest priorities, 
and to disseminate new research information. The Coordinating Board has three specific 
objectives: 

to ensure that Persian Gulf War veterans are provided the complete range of health 
care services necessary to take care of their medical problems that may be related to 
deployment in the Gulf; 

to develop a research program that will result in the most accurate and complete 
understanding of the health problems experienced by Persian Gulf War veterans and the 
factors that have contributed to these problems; and 

to develop clear and consistent guidelines for the evaluation and compensation of 


disabilities related to Persian Gulf service. 
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VA plays a central role in the Persian Gulf Veterans Coordinating Board through 
its participation in the Clinical, Research, and Compensation and Benefits Working 
Groups. In particular, the Research Working Group provides guidance and coordination 
for VA, DoD and HHS research activities related to Persian Gulf War veterans’ health. It 
coordinates all studies conducted or sponsored by these three departments in order to 
prevent unnecessary duplication and to ensure that important gaps in scientific knowledge 
are identified and addressed. The working group is actively involved in directing 
resources toward high priority questions and monitoring the results of federally sponsored 
research projects. It has produced two reports : Federally Sponsored Research on Persian 
Gulf Veterans’ Illnesses for 1995 and the 1996 update of A Working Plan for Research 
On Persian Gulf Veterans’ Illnesses . 

One example of the Coordinating Board’s proactive role in relevant research 
administration was its prioritization of the federal government and non-government 
research proposals submitted for funding pursuant to DoD’s 1996 Broad Agency 
Announcement. The American Institute for Biological Sciences (AIBS) performed peer- 
review of the 1 1 1 proposals submitted. The research working group reviewed those 
proposals judged scientifically meritorious by AIBS and prioritized them according to 
relevance and potential to fill research gaps in the existing Persian Gulf research portfolio. 
Twelve research projects encompassing the areas of reproductive outcomes, toxicology of 
pyridostigmine bromide, modeling of respiratory toxicant exposures fiom tent heaters, 
neuropsychological outcomes, immune dysfunction, mycoplasma infection, leishmaniasis, 
chronic fatigue, fibromyalgia, and neuromuscular function were given high priority for 
funding by the research working group. • 

Studies of the potential long-term health effects of low-level (asymptomatic) 
chemical warfare agent exposure were not given a high priority in the 1995 Working Plan 
or other research questions because military and intelligence sources had stated that there 
had been no use, presence, or evidence of exposure to chemical warfare agents in the 
theater of operations. Based on these statements, combined with a lack of clear-cut 
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clinical evidence to support a finding of chemical warfare exposure, the Coordinating 
Board focused its research resources on other questions. However, while exposures per se 
were not a focus of research, clearly the health outcomes which could result from such a 
neurotoxic exposure were given priority. These outcomes included cognitive, neurologic, 
and neuromuscular effects. This decision was supported by committee reports from the 
Institute of Medicine, VA Persian Gulf Expert Scientific Committee, the National 
Institutes of Health Technology Assessment Workshop, the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses, and others. 

When DOD made its June 1996 announcement regarding possible exposure of U.S. 
troops to sarin and cyclosarin as a result of the demolition at Khamisiyah, the 
Coordinating Board immediately began revision of its action pian. Through the Research 
Working Group of the Coordinating Board, VA in conjunction with DoD and HHS has 
developed an action plan to address possible long-term health consequences of low-level 
exposure to chemical warfare nerve toxins and mustard gas. 


A recent literature review carried out by independent, non-government and 
government scientists, suggests that readily-identifiable, long-term adverse health effects 
due to nerve agent exposures seem to only occur in humans who show signs of acute 
toxicity or poisoning. However, I should note that the research in this area is sparse and 
the absence of proof is not proof of absence. In VA’s judgment, this information does not 
mean that clinically important adverse health effects cannot or definitely do not occur in 
the setting of low-level neurotoxin exposures, especially if combined with other 
components or environmental stressors. The Coordinating Board has recommended that 
more research resources be allocated to address this question. I strongly agree with this 
approach. The Research Working Group has reconsidered the matter and intensified its 
efforts related to possible effects of low-level exposures to chemical warfare agents. 
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Based on the Coordinating Board’s recommendation, the newest recommendations 
from the PAC regarding investigations of the potential chronic health effects of low-level 
chemical warfare agent exposures, physiologic effects of non-traumatic and traumatic 
stress and the effects of pyridostigmine in combination with other exposure agents, have 
already been incorporated into the Coordinating Board’s latest Working Plan for research 
and requests for proposals were published by DoD. Funding for these new efforts will 
come from the DoD’s appropriation. A copy has been provided to the Committee. 

While these efforts represent a good begiiming, VA’s Research Service is taking a 
fresh look at these issues in light of the new information provided by DoD. This includes 
developing a strategic plan for an environmental health research agenda that specifically 
focuses on low-level exposures to neurotoxins that might result from chemical warfare 
agents or other military situations. Likewise, we have organized an international scientific 
symposium in March 1997 that bridges potential military and civilian incidents involving 
exposure to those types of chemicals. Given the relative lack of worldwide scientific 
capability for assessing these issues in the traditional open and peer-reviewed manner in 
which the best science is carried out, we believe it is essential to bring together a multi- 
disciplinary group of experts to focus on finding iimovative solutions to these perplexing 
issues. 


Research related to the illnesses of Persian Gulf War veterans is highly complex, 
and this is especially so for the investigation of concerns related to possible low-level 
exposure to chemical warfare agents. VA is committed to meeting these challenges and 
obtaining the most accurate answers we can concerning the health of PGW veterans and 
their families. The recently submitted final report of the Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses will be particularly useful in this regard. 

New Initiatives and Continuing Education 
VA has been proactive in establishing health-care programs for Persian Gulf War 
veterans. In the immediate post-war period, the medical and scientific community had 
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only limited knowledge of the complexity of Gulf War specific issues and exposures. 
Through our clinical and research programs, VA has been a leader in the development of 
health care programs, improvement of understanding concerning PGW health issues and 
dissemination of knowledge on Gulf War-related health issues. We believe that our 
programs are well-designed and comprehensive, but are neither uniformly delivered nor 
perfect. We also recognize that some Persian Gulf veterans have not received the kind of 
reception or care at VA medical facilities that we can be proud of. To those Persian Gulf 
veterans, 1 want to assure you that the Veterans Health Administration (VHA) is working 
diligently to improve your satisfaction with our services. VHA has established quality 
monitors and performance standards for the Registry program and is developing a new 
customer satisfaction survey for Persian Gulf veterans. 

I am also veiy pleased to announce today that we are establishing a Service 
Evaluation and Action Team (SEAT) within each Veterans Integrated Service Network. 
These programs will allow us to collect data for quality improvement of our programs and 
to further our goal of providing the highest quality care to veterans. 

In order to keep our health-care providers well-informed on the latest 
developments, VA has utilized a wide array of communication vehicles including periodic 
nationwide conference calls, mailings, satellite video-teleconferences and annual on-site 
continuing medical education (CME) conferences. Our initial efforts were successful in 
educating a dedicated cadre of well-informed Registry physicians and staff, and we will 
continue to keep them up-to-date on the latest developments. However, I see an 
opportunity to improve the understanding of Persian Gulf war-related health issues by 
other medical personnel. My goal is that all VA health-care providers will have a working 
understanding of Gulf War exposures and health issues and will be able to discuss with 
their Persian Gulf patients how these issues could impact on their current or future health 
status. In order to meet this challenge and continue to improve our programs, the Veterans 
Health Administration has developed and will publish a self-study Persian Gulf CME 
program for every VA physician in early 1997. We will make this available to non-VA 


physicians, at cost, as well. 
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The Presidential Advisory Committee found that our Registry and Referral Center 
personnel were indeed knowledgeable and well-informed about all aspects of Persian Gulf 
veterans’ health issues. However, education of health care providers not directly involved 
in the Registry program and VA’s risk corrununication efforts should be enhanced and 
augmented. VA agrees and these efforts are already under development. 


In addition to the vast array of medical programs available to Persian Gulf 
veterans, we also have a special provision of law governing compensation for undiagnosed 
illnesses. On November 2, 1994, the President signed Public Law 103-446. VA strongly 
supported this legislation to allow us to pay compensation to any Persian Gulf veteran 
with a chronic disability resulting from an undiagnosed illness or combination of 
undiagnosed illnesses that appeared either during active duty in the Persian Gulf or to a 
degree of disability of 10 percent or more within a presumptive period thereafter. In the 
regulation implementing this statute, we established a two-year presumptive period. 

Public Law 103-446 required VA to determine an appropriate presumptive period 
following a review of the credible scientific and medical evidence and the historical 
treatment afforded disabilities for which manifestation periods have been established, and 
taking into account other pertinent circumstances regarding the experiences of veterans of 
the Persian Gulf War. Although many veterans began to develop unexplained signs and 
symptoms of illness shortly after their return fix>m the Persian Gulf, there was (and is as 
yet) little or no medical evidence defim'tively linking the illnesses with service in the Gulf. 
Given the uncertainty of available scientific and medical evidence, we felt that a 
presumptive period could not be established on this basis, and we looked at the other two 
factors, historical treatment and pertinent circumstances, to determine an appropriate 
period. We found a one-year presumptive period, as has been historically provided for 
various chronic diseases, was inadequate in the case of Persian Gulf veterans due to the 
lack of awareness of the potential significance of their symptoms upon their return from 
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the Gulf. Further, VA did not begin full-scale operation of its Persian Gulf Health 
Registry until November 1992. Because many Persian Gulf veterans first presented their 
health concerns in cotmection with VA’s Persian Gulf Health Registry examination, 
veterans of the hostilities, who began to return firom the Gulf by mid- 1991, did not have 
this resource available to them within the first year following their rettun 6-om the Gulf 
We believed, however, that within two years after leaving the Gulf all veterans of the 
hostilities would have had this opportunity to document their illnesses. 

There have been growing concerns, expressed by members of Congress and the 
veteran community, that the two-year presumptive period for undiagnosed illnesses may 
no longer be appropriate. Some veterans are reporting even now that they are 
experiencing for the first time unexplained illnesses that they believe are related to their 
service in the Persian Gulf Because of these concerns, the Secretary recommended to the 
President in early January that the issue of the presumptive period be revisited. On 
January 7, the President announced that he had approved this recommendation and asked 
Secretary Brown to report back to him in 60 days. 

During this 60-day period, the Secretary will gather as much information as 
possible fi'om veterans, veterans' service organizations. Members of Congress, and VA 
officials. As part of that effort he has written to each of you to solicit your views. The 
Secretary also has plarmed a series of forums to obtain input directly from those veterans 
who would be affected by a change in the presumptive period. One forum was held at the 
Milwaukee Regional Office on February 7, and five additional forums are planned for later 
this month in Muskogee, Cleveland, Montgomery, Oakland, and Winston-Salem. The 
Secretary will also take into account information from the ongoing readjudication of 
approximately 1 1 ,000 Persian Gulf cases. 

The Secretary will provide advice to the President with regard to extending the 
presumptive period by March 8, 1997. If a determination is made that a modification to 
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the presumptive period is warranted, we will prepare regulations to implement that 
decision as soon as possible. If a new presumptive period is established, we will also 
conduct a further review of the undiagnosed illness cases we already have on hand in order 
to identify those in which service connection can be granted because of the longer period. 

Persian Gulf veterans are not faceless statistics to VA health care personnel. They 
are individual American citizens who have answered their country’s call to arms and 
served their nation bravely. They are individuals who come to us with genuine problems 
and concerns for their future. Our doctors, nurses, therapists and directors are dedicated to 
providing compassionate care, compensation examinations and answering medical 
question. We will push forward with our programs. If we fall short of the high standards 
we set for ourselves, we will strive harder to achieve our goal of continuous improvement. 
President Clinton has made it clear that no effort should be spared in this regard. In the 
end, long after the headlines fade away and national attention turns elsewhere, VA will 
still be there to care for Persian Gulf veterans. It is our mission. It is our nation’s 
irrevocable promise to its veterans. 

In this regard we are grateful for the assistance provided by the Presidential 
Advisory Corrunittee on Gulf War Veterans’ Illnesses. We recognize the central role they 
played in investigation of possible troop exposure to sarin and cyclosarin. The 
recorrunendations released in the Committee’s final report will be given serious 
consideration. As the President has directed, VA along with the Defense and Health and 
Human Services Departments will be preparing an action plan addressing the Corrunittee’s 
recommendations. This action plan, which will be developed by the Coordinating Board, 
will be presented to the President within 60 days. 

That concludes my statement. My colleagues and I would be happy to answer any 


questions you may have. 
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Mr. Chairman, Distinguished Committee Members, thank you for this opportunity to 
review with you the Department's health initiatives for our Persian Gulf veterans. President 
Clinton promised that we would explore all avenues for understanding the Gulf War illnesses; that 
we would take care of the veterans who believe their Gulf War experience has resulted in a 
degradation of their health, and that this Administration would put its resources into scientific 
research to find explanations for these illnesses. We have been doing just that, and we will 
continue to do so. 

My testimony will specifically address the Department’s programs caring for our Persian 
Gulf veterans, and which seek to find scientific answers to their health problems. 

It is important to briefly trace the growing awareness of Gulf War Illnesses and the 
programs DoD has undertaken to address them. The Gulf War had been over for two years when 
the Clinton Administration took office. In that period, the voices of Gulf War Veterans who were 
experiencing a variety of symptoms believed to have been a result of their service in the Gulf War, 
reached the national level of hearing and concern. President Clinton promised that his 
Administration would help the veterans of the Gulf War, and the Congress echoed that promise to 
ensure help and to find answers. 

Comprehensive Clinical Evaluation Program 

In Defense, our most immediate concern was, and is, to help those Gulf War veterans who 
are sick to regain their health. With that as our primary goal, and with strong support from the 
Secretary of Defense, on May 11, 1994, 1 announced a three-point plan to address the clinical 
concerns of Gulf War veterans. The plan included first, an aggressive, comprehensive, standard, 
clinical diagnostic program offering thorough, systematic examinations and follow-on health care 
to service members who served during the Gulf War and who had concerns about possible health 
consequences of that service. This program is titled the Comprehensive Clinical Evaluation 
Program (CCEP), and very closely parallels the clinical evaluation program of the Department of 
Veterans /kffairs (VA). In developing the evaluation protocol and series of tests to be conducted, 
we felt it imperative to retain an open mind regarding potential causes, including chemical warfare 
agent exposure. For that reason, a broad spectrum of tests comprise the CCEP, including 
neurologic examinations and cognitive testing. Upon completion of the CCEP evaluation, an 
appropriate course of treatment is initiated and followed for each participant when medically 
indicated. 

Since 1 994, the DoD leadership, without precedent, reached out to service members to 
encourage them to participate in the CCEP Outreach efforts continue, significantly strengthened 
by the efforts of Dr. Rostker and his staff. Addressing the health concerns of our Gulf War 
veterans, our outreach includes direct correspondence with service members; meetings with 
numerous organizations representing Gulf War veterans; speaking, at their request, to gatherings 
of veterans; and conducting numerous media interviews to continuously update the veterans on 
what we were learning through the CCEP and medical research Our openness on Persian Gulf 
Illnesses marks a great contrast to previous experiences, such as Agent Orange 
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Also in the spring of 1 994, we initiated the second element of our three-part plan: an 
independent evaluation by an individual with recognized credentials in the fields of epidemiology 
and infectious disease. This was to examine the Department’s existing and proposed plans 
pertaining to Persian Gulf Illnesses and to recommend additional epidemiological studies. 

The independent evaluation was conducted by Dr Harrison Spencer, then Dean of Tulane 
School of Public Health and Tropical Medicine. Doctor Spencer recommended that DoD 
continue with the comprehensive diagnostic program, that the frequency of unexplained illnesses 
among different groups that had been reported be estimated, that care not be dependent upon 
establishment of a “case definition,” that testing for clustering of reported symptoms in time and 
space be considered, and that the Department develop a strategy to manage similar situations in 
the future. Each of Doctor Spencer’s recommendations has been accomplished or is underway. 

Finally, the three-part 1 994-plan called for a forum of national medical and public health 
experts to advise fhe Department and to offer a channel for broader public comment and 
suggestions 

The Institute of Medicine of the National Academy of Sciences, under contract to DoD, 
established an advisory committee composed of ten clinical experts in the fields of internal 
medicine, infectious diseases, allergy and rheumatology. This committee assisted in the 
interpretation of the clinical findings from the comprehensive diagnostic examinations of the 
CCEP and advised on other clinical studies that the Department should pursue The Institute of 
Medicine continues to assist us as an independent panel of experts monitoring our efforts and 
advising us on specific issues or questions. 

The evaluations and care of our Persian Gulf veterans continue To date, over 38,500 are 
on the DoD registry Through the CCEP, over 25,000 individuals have been extensively 
examined, with about 4,000 in the process of evaluation. As the CCEP participants complete 
their evaluations, military physicians develop appropriate treatment regimens to ensure their 
patients receive the care they need to regain their health Not all Gulf War veterans who wish to 
be on the DoD registry want to have the CCEP evaluation, just over 9,000 have placed their 
names on the registry, but declined the evaluation The VA registry has over 63,000 individuals 
who have completed the evaluation and about 3,700 who are in the process of being evaluated. 

Looking at the results of the evaluations of those who participated in our clinical 
evaluation program, we identified several findings. CCEP participants report a wide variety of 
symptoms spanning multiple organ systems in no consistent, clinically apparent pattern 
Symptoms such as fatigue, joint pain, headache, or sleep disturbances are common The 
distribution of primary diagnoses spans many different organ systems. The majority of CCEP 
participants have diseases which are concentrated in three broad diagnostic groups: 

“psychological conditions;” “symptoms, signs, and ill-defined conditions;” and, “musculoskeletal 
and connective tissue diseases;”. In each of our in-depth analyses of the CCEP - at the 1 ,000, 
2,000, 10,000, and 18,500 case points — the results were similar. Our efforts within the 
Department to care for the Gulf War veterans have reinforced to us the seriousness of their health 
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complaints, and our military physicians Hilly recognize that theses veterans are experiencing real 
symptoms and illnesses with real consequences. 

One of most striking findings of our clinical work has been the recognition of 
psychological conditions and stress-related symptoms as a major diagnostic category among 
veterans cared for in our facilities. Our clinicians have been impressed that stress experienced 
during the Gulf War and in its aftermath appears to be a major contributing factor in the 
development of psychological conditions as well as the manifestation of symptoms associated with 
non-psychological conditions. This observation is consistent with the findings of special review 
panels of the National Institutes of Health, Institute of Medicine and Presidential Advisory 
Committee on Persian Gulf Veterans’ Illnesses We agree with the PAC finding: “Stress is known 
to affect the brain, immune system, cardiovascular system, and various hormonal responses. 

Stress manifests in diverse ways, and is likely to be an important contributing factor to the broad 
range of physiological and psychological illnesses being reported by Gulf War veterans” 

Our Persian Gulf veterans deployed prepared for war. Once in the Gulf, they endured a 
daily anticipation of hostilities including possible chemical warfare, austere living conditions and 
indefinite family separation For some, the waiting continued for six months It was a period, a 
place, an environment conducive to anxiety and stress. 

Our CCEP clinical experience to date reveals no evidence for a single, unique illness or 
syndrome A unique illness or syndrome among Persian Gulf veterans evaluated through the 
CCEP, capable of causing serious impairment in a high proportion of veterans at risk, would 
probably be detectable in the population of over 25,000 evaluated. However, we agree with the 
lOM, which cautioned that an unknown illness or a syndrome that was mild or affected only a 
very small proportion of veterans at risk might not be detectable in a case series, no matter how 
large 


Formal research involving appropriate comparison populations is necessary to determine 
the degree to which certain kinds of symptoms or diagnoses may, or may not, be more common 
among Gulf War veterans We have that research underway Further, in an unprecedented step, 
we have made the CCEP database —with appropriate privacy precautions taken — available to 
scientists interested in conducting additional analyses. To gain access to the database, scientists 
are encouraged to submit an institutionally approved protocol which may be done electronically 
via the Internet Guidance on how to accomplish this is on the DoD Health /Mfairs Homepage 
Once the request process has been completed, the database is made available 

Persian Gulf Illnesses Research 

Let me turn now to a discussion of our health research programs Quality scientific 
investigation, in parallel with the clinical program, broadens efforts toward a more complete 
understanding of the health issues related to service in the Persian Gulf War Our research efforts 
are proceeding at a rapid pace with extensive openness and breadth of evaluation However, 
quality scientific investigation is deliberate and does take time. It is very important to note that 
DoD’s research program is conducted with extensive collaboration with the Departments of 
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Veterans Affairs and Health and Human Services. Our interagency collaboration extends to 
scientists from the civilian research community, to state and other federal scientists, as well as to 
respected international scientists. 

The Departments of Defense, Veterans Affairs, and Health and Human Services, through 
the Persian Gulf Veterans' Coordinating Board, have established a comprehensive research 
program concerning Persian Gulf illnesses. This research is complex, involving multiple 
approaches and health indicators. Although each Department has its own distinct capability and 
capacity for conducting formal scientific medical research, the three Departments have developed 
an integrated research approach. The objective is to coordinate all federally-sponsored research 
in a way that relevant research issues are specifically targeted and at the same time, unnecessary 
duplication is avoided. 

Since the earliest days of seeking explanations for the causes of Persian Gulf Illnesses, we 
have acted on the recommendations of the lOM and, later the Presidential Advisory Committee. 
We have required that all research be externally peer-reviewed and thoroughly coordinated with 
the Persian Gulf Veterans Coordinating Board. 

To demonstrate our commitment to the research effort, the Deputy Secretary of Defense 
has pledged $27 million for FY 97. This research responds to the recommendations of the 
Presidential Advisory Committee, and will include studies of chemical warfare agents, as I 
mentioned above, other toxins, and studies of possible health effects of combinations of 
inoculations and investigational new drugs; it will include studies on the potential health effects of 
stress. Other research included in this will be work on the geographic information system, 
toxicology clinical investigations, mycoplasma, sleep disorders, infectious diseases and 
fibromyalgia. Additionally, the series of 7 large scale epidemiology studies underway at the Naval 
Health Research Center are included. 

Action Steps as a result of Khamisiyah 

When we became aware that the Khamisiyah demolition operation had the potential of 
chemical exposure for units operating in and around that area in March 1991, 1 immediately issued 
instructions for additional measures to assess specific health implications. 

a. The first step was to review the clinical records of service members from the involved 
units who had participated in our CCEP. A team of three military physicians and then a team of 
two independent physicians accomplished this step. There are 46 members from these units who 
participated in the CCEP. Our intent was to get some initial insight as to whether or not any 
serious health problems may be present The patterns of reported symptoms and diagnoses did 
not differ significantly from other groups of CCEP participants While not definitive, the findings 
of the review provided us reassurance to proceed in a prudent manner and convey risk without 
alarming veterans unnecessarily. 

To date, we have identified 1,194 CCEP participants out of about 20,000 service members 
from Army units which were within 50 kilometers of Khamisiyah We have conducted 
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preliminary descriptive analyses to determine how their reported symptoms and diagnoses 
compare with other Army CCEP participants who were not present in the Khamisiyah area. 
Interpretation of such analyses is limited because of the relatively small numbers of CCEP 
participants in the Khamisiyah group identified to date, uncertainty regarding the exact location 
where members may have served, and differences in the demographic and occupational 
characteristics of the Khamisiyah group compared against any other group within the CCEP. 
Preliminary results indicate that the frequencies of self reported symptoms of the CCEP 
participants identified as having served within 50 km of Khamisiyah are similar to other Army 
CCEP participants. Additionally, the distribution of primary diagnostic categories of the 
Khamisiyah group is similar to that of other Army CCEP participants. We plan to do further 
analyses 

b. The second step was to contact individuals who were assigned to the involved units to 
inform them of the known details, to confirm their unit locations, and to remind them of the 
availability of medical evaluations through the CCEP or Department of Veterans Affairs program. 
This has been accomplished. 

c. Next, we conducted a review of information regarding DoD hospitalizations since the 
Persian Gulf War, accumulated by the Naval Health Research Center, to identify any unusual 
patterns involving members of these units. Results to date reveal no unusual hospitalization 
patterns. 

d. The Armed Forces Epidemiology Board (AFEB) conducted a comprehensive literature 
review and critique regarding the issue of chronic or delayed health effects resulting from low- 
level exposures to chemical agents. The Board completed a review of scientific, peer-reviewed 
works, and found virtually no research linking chronic or delayed health effects to prior low-level 
exposure to chemical agents, in the absence of acute clinical effects. Ah important aspect of this 
review is that it focused on scientific, peer-reviewed works. Because the body of research is not 
substantial, more research is needed and will be funded. 

e. The Department established as a top priority and rapidly funded expedited peer- 
reviewed research concerning the subject of potential chronic health effects caused from low-level 
exposures to chemical agents. Three research proposals, external to the Department, have been 
funded for a total of $2.5 million. Additional research is under consideration and includes 
targeted epidemiological, applied toxicological, and clinically related studies 

f Finally, I asked the Institute of Medicine to re-examine our CCEP to determine if, in 
light of the Khamisiyah information, DoD should again evaluate some individuals or conduct 
further tests 

There were no chemical casualties reported during any of the demolition operations at 
Khamisiyah An evaluation of medical logs of units in the area did not show any increase in clinic 
visits or any reports of chemical exposure symptoms. With that lack of clinical evidence and no 
physical evidence to substantiate that chemical agents were present, the Department turned its 
attention to the question of whether there might have been very low (below detector sensitivity) 
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levels of chemical agents present Preparing to look for whatever evidence there might be, the 
scientific evidence on consequences of possible exposure to very low levels of chemical agent was 
reviewed first. Very little was found to direct the investigation. 

To date, no controlled human studies have been found in which measured doses, designed 
to avoid symptoms, were utilized, and subjects monitored over extended periods of time. 
However, reasonable extrapolations can be made from two controlled human studies, a few 
accident investigations, and several animal studies, all of which, however, involved exposure at 
levels sufficient to produce symptoms. 

Some of these studies were described to the Presidential Advisory Committee on Gulf 
War Veterans’ Illnesses. These included the largest controlled study known, lasting over decades, 
finding no long-term (over years) effects from short-term low-level exposure to chemical warfare 
agents. The second controlled study was one in which acute symptoms were produced in 
volunteers. Cholinesterase levels were examined, but no long term follow up was done on the 
subjects. 

The controlled studies were complemented by studies which included large numbers of 
inadvertently exposed personnel as well as individual exposures. In general, the accidental 
exposure patients, where the individual initially showed acute symptoms, were followed through 
short-term recovery periods. At the end, the EEGs of some subjects showed non-specific 
changes, but the individuals exhibited no other symptoms. Long-term follow-up (over years) was 
not reported in the accidental exposure studies. 

Many animal studies have been done, but very few involved low level chemical agents To 
date we have not been able to identify human or animal studies that have directly addressed the 
issue of short term low level nerve agent exposure followed by chronic symptomatology or 
disease. The existing literature, though limited, consistently indicates that in humans and animals 
receiving short-term exposure to agent levels which do not produce symptoms, no long-term 
(months to years) clinical effects are found. 

The limited amount of research on low level exposure has caused us to initiate more 
research into this area. 

Presidential Advisory Committee Recommendations 

The Presidential Advisory Committee on Gulf War Veterans’ Illnesses (PAC) provided 
substantial thought, important findings and very constructive recommendations throughout its 
process and in its final report. Consistent with the Committee’s recommendations, we will 
submit an action plan outlining the steps, including those already partially or fully implemented, 
being taken by the Department Let me give you a sense of what steps we have taken, or that we 
expect to take. 

1 . DoD will collaborate with other federal agencies to refine goals and objectives and 
develop more effective methods for risk communication regarding Gulf War veterans’ 
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illnesses. In the interests of both providing Gulf War veterans with health related 
information and receiving feedback on DoD health programs, DoD will engage active 
duty personnel, including senior enlisted personnel, and veterans’ service 
organizations, working with VA, in the process of information exchange. 

2. DoD strongly agrees with the importance of pre-deployment health assessment. The 
Department is developing a medical surveillance policy for deployments which 
specifies a uniform concept for health screening This policy was partially 
implemented in Bosnia and is being fully implemented for Southwest Asia. We expect 
the new medical surveillance policy to be formally adopted during 1997, 

3 . DoD already does some orientation and training for new troops on the chemical and 
biological threat and on the counter measures which may be needed. More needs to 
be and will be done. The goal of DoD is that every Service member is fully informed 
during orientation and training of the health risks, benefits, and proper use of all 
medical countermeasures, and, when used, documented and maintained as a part of the 
individual’s health record. Given the potential for serious chemical and biological 
threats for future conflicts, both using countermeasures and having our Service 
members fully informed are critical to effectively protecting them. 

4 . DoD agrees with the need for FDA to solicit timely public and expert comment on 
rules that permit waiver of informed consent for use of investigational products in 
military exigencies. DoD intends to work with FDA on ways to more expeditiously 
process such rules in order to ensure that we have effective countermeasures to deal 
with existing and new chemical and biological warfare threats. DoD agrees that, to 
the lull extent feasible, there should be disclosure to Service personnel, good record- 
keeping, and other procedures which enhance understanding, oversight and 
accountability. 

5. DoD continues to actively develop an automated medical records system that is used 
during deployments and when Service members are at their home base health facilities. 
Major portions of that system are already being used in Bosnia Further refinements, 
including the addition of an automated patient record and “meditag” record, are being 
made as quickly as is feasible These systems will be compatible with the records 
systems being used worldwide. 

6. The Department will review the clinical staffing needs required to satisfy Gulf War 
veterans’ health needs, including mental health, and ensure that those staffing needs 
are met With respect to future deployments, the Department has in place its 
Comprehensive Clinical Evaluation Program, including support to all military 
treatment facilities, to assist with the evaluation and care of illnesses that may result 
from those deployments and are difficult to diagnose 

7 DoD provides reproductive health care for its Service members and their families and 
has made reproductive health concerns a higher priority for all beneficiaries in their 
reproductive years. Currently, the Department is putting into place performance 
metrics to better assess reproductive health outcomes and the associated health care 
and to assist in the overall management of that care Special efforts are being made for 
Gulf War veterans in the areas of evaluation and care and epidemiological and other 
research. 
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8. DoD is currently writing a DoD Directive which addresses the recognition and 
management of combat stress. When this policy directive is published, the Services 
will be expected to publish implementation instructions within 120 days. These 
instructions will focus on stress reduction programs particularly for deployed troops. 
Meanwhile, special combat stress coping units have deployed to Bosnia and conduct 
critical incident stress debriefings for catastrophic incidents that occur in the Services. 
Through the forthcoming Directive on Combat Stress, DoD will set the policy to have 
senior commanders and non-commissioned officers be involved in stress management 
programs. 

9. Principal Investigators (PI) conducting large epidemiologic studies have been 
encouraged to establish Public Advisory Committees (PACs). Future Requests for 
Proposals will require Pis to incorporate PACs into the study design and results 
dissemination phases of the research. 

10. DoD has initiated several new research studies and recently published a Request for 
Proposals specifically addressing the health issues of sub-clinical or low level 
exposures to chemical warfare agents. We are asking the scientific community to help 
us determine what mix of human population and animal model studies will provide the 
best understanding of this complex issue. 

11. DoD agrees that long term mortality follow-up studies are important and should be 
funded. 

12. DoD initiated an effort in the fall of 1996 to identify, verily and notify Service 
members who were within a 50km radius of the Khamisiyah weapons demolition site 
during the demolition operations. Any of these Service members who are ill or have 
health concerns have been encouraged to sign up with the DoD Comprehensive 
Clinical Evaluation Program for evaluation and care or the VA Persian Gulf Health 
Registry for evaluation. In order to better understand any relationship between the 
demolitions, potential exposure and subsequent illness, DoD and VA are carrying out 
epidemiological studies and funding research. For any other sites which are identified 
and for any other Service members who may have been exposed in these cases, similar 
steps will be taken with respect to notification, evaluation, care, and research as for 
Khamisiyah. 

13. DoD agrees that research on causes and methods of prevention and treatment of 
musculoskeletal conditions and stress disorders are important areas for investigation. 
In funding future research, DoD will look for opportunities which would increase 
understanding of causes, prevention and treatment of these health problems. 

At this time, in collaboration with the Departments of Veterans /Affairs and Health and 
Human Services, we are finalizing the response to the PAC and plan to submit it to President 
Clinton shortly. 

Implications for the Future 

The CCEP protocol and process represents a new and innovative system to evaluate the 
health status of service members who participate in operational deployments, such as in Bosnia 
and others in the future Modification of our policies and processes will allow the Department to 
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administer health questionnaires and conduct medical examinations of groups of deployed 
personnel, and collect the information through an automated process for entry into a centralized 
database for subsequent analysis and interpretation. 

The Department’s experiences with the Persian Gulf War illnesses indicate that there are 
initiatives which can be implemented today to better provide for our service members in the 
future. Among those initiatives is the Medical Surveillance Program. 

Medical Surveillance Program 

More than a year ago, the Department embarked on an ambitious program to expand its 
capability to conduct medical surveillance to monitor the health and well being of men and women 
in uniform, especially in situations where they deploy to hazardous areas in the interest of national 
security, as they are presently doing in Bosnia Medical surveillance involves the ongoing 
systematic collection, analysis, and interpretation of health data for use in preventing and 
controlling illnesses and injuries Today, the Department is in a better position to protect the 
health of the force as a result of progress made in promoting an expanded concept of medical 
surveillance, and placing strong emphasis on the readiness posture 

A number of “lessons learned” have emerged following Operations Desert Shield/Storm 
which have provided the impetus for many medical surveillance initiatives. The Department takes 
pride in the fact that the Gulf War was associated with a lower disease and non-battle injury 
(DNBI) rate than any major conflict in U.S. history. However, the inability to resolve 
uncertainties regarding long term, chronic health sequellae of veterans is due in part to a 
deficiency of objective measures of individual health status at the time of deployment and 
exposure information needed to evaluate potential health risks. These observations have led to 
major changes involving health screening, exposure assessment, risk communication, and 
assessment of health outcomes after deployments. Clearly, essential medical surveillance 
functions must be continuous and fully integrated throughout pre-, during, and post-deployment 
phases of military operations 

We are in the final stages of coordinating this new medical surveillance policy, major 
elements of which have already been implemented in Bosnia The policy focuses on ways to 
better define and document the deployed population, their unique exposures, countermeasures 
used to protect the force, and health outcomes as a result of the deployment. The policy 
describes an integrated framework for monitoring the physical and psychological health of the 
deployed force and includes the following major components: 

• Establishment of personnel databases which serve as registries of deployed service 
members 

• Development of uniform educational materials which communicate health risks 
associated with deployment 

• Standardized health screening during pre- and post- deployment phases 

• Deployment of laboratories with advanced analytic capabilities to assess health hazards 
and document exposures 
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• Deployment of preventive medicine teams to assess all aspects of disease and 
environmental threats; establish geographic-specific medical surveillance systems; 
investigate disease outbreaks; implement preventive medicine measures; and, 
document environmental and combat exposures. 

• Deployment of combat stress management teams to maintain optimal combat 
effectiveness, unit morale and cohesion 

• Collection of serum from deployed personnel for possible use for diagnostic purposes, 
and/or epidemiologic purposes 

• Psychological screening of personnel post deployment 

• Promotion of family advocacy and other related programs to provide assistance to 
service members upon re-deployment to their home station 

The Department’s enhanced medical surveillance approach will evolve further in response 
to new and emerging health threats and assessment of lessons learned from actual application of 
surveillance concepts in military operations. 

In summary, our strategy towards developing an integrated medical monitoring program 
for deployments involves multiple components. Our experience in providing care to Persian Gulf 
War veterans has provided clinical insight into the types of medical problems that may arise from 
the stressful physical environment and psychosocial demands of operational deployments The 
deployment to Bosnia provided an opportunity to field test the feasibility of new concepts 
regarding pre-, during, and post-deployment medical surveillance activities. In addition, multiple 
Persian Gulf related research studies are in progress or being planned, the results of which may 
identify new areas requiring preventive intervention. Research findings will be merged with 
clinical and operational experience to further refine medical surveillance programs. 

The Department is making significant progress in expanding its capability to assess the 
health status of personnel prior to deployment, evaluate environmental hazards in a theater of 
operations, and identify adverse health outcomes which may result from their participation. The 
surveillance reflects careful consideration of recommendations from a variety of sources including. 

Consultation provided by Dr Harrison C. Spencer, 

National Institute of Health Technology Assessment Working Group, 

Defense Science Board, Task Force On Persian Gulf War Health Effects, 

Institute of Medicine, Committee On The DoD Persian Gulf Syndrome, and 

Presidential Advisory Committee on Gulf War Veterans’ Illnesses. 

Closing 

Many actions are still in progress. Nevertheless, the Clinton Administration rapidly and 
effectively created a comprehensive, well-organized, cross-departmental program designed, first 
and foremost, to take care of service members. Further, there is strong commitment to pursuing 
the science and using investigative tools to find answers to remaining questions. The President re- 
affirmed his commitment by retaining the Presidential Advisory Committee on Gulf War Veterans’ 
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Illnesses to ensure that everything possible is being done to understand the health consequences of 
service in the Persian Gulf 

The Department’s clinictd and research efforts will continue. As President Clinton has 
vowed to leave no stone unturned in the search for answers to Persian Gulf War veterans’ health 
concerns, we are committed to providing quality, compassionate care to service members who are 
Persian Gulf veterans and to their families, and to conducting the appropriate research to gain 
greater understanding of these issues. 

Like the Presidential Advisory Committee, we recognize that the issues surrounding Gulf 
War illnesses are very complex. Since the end of the Gulf War, concerns have been raised as to 
whether there is a relationship between illnesses being experienced by some Gulf War veterans 
and their femily members, and exposures to various hazards during Gulf War service. These 
concerns are of particular importance to our Gulf War veterans and their families. We share these 
concerns, and continue taking unprecedented steps to determine the causes of these illnesses and 
to provide care for those who are ill. 
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statement by Dr. Bernard Rostker, Special Assistant to the 
Deputy Secretary of Defense for Gulf War Illness 
Before the House Veterans Affairs Committee 
11 February 1997 

Mr. Chairman. Thank you for the opportunity to appear before this 
committee. As you know, the Deputy Secretary of Defense, Dr. John White, 
appointed me Special Assistant for Gulf War Illnesses on November 12, 1996. 
The action was part of a broader set of initiatives undertaken on September 28, 
1996, to assess the Department of Defense’s Gulf War Illnesses program in view 
of recent events, to include the reports that soldiers may have been exposed to 
chemical agents during the destruction of the storage site at Khamisiyah. 

As The Special Assistant, my first priority is the health and welfare of our 
Gulf War veterans. In this capacity, I serve as the DOD coordinator for all issues 
relating to Gulf War. I see the Gulf War Illnesses mission has three parts. First, 
to ensure that all who served in the Gulf War receive appropriate medical care; 
second, that DOD does its part to ensure that we conduct a complete and 
thorough investigation to determine why so many of our veterans are ill; and 
third, to apply our findings to future deployments. 

Two vital aspects of this mission are to ensure that we learn everything 
possible about the potential causes of illnesses, including events during and 
after the Gulf War and to promote improved communication with Gulf War 
veterans on the relevant health care issues. This endeavor is critical because 
we have a moral duty to our veterans and to those who serve now. Therefore, 
we must understand what is making our people sick so that we can make the 
changes necessary to protect our people in the future. Our efforts here must 
have long-term effect. We must ensure that DOD puts into place all required 
military doctrine, personnel and medical policies, procedures and equipment to 
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prevent future recurrence of the problem and we must work cooperatively with 
VA to coordinate all Issues critical to their program responsibilities. 

The guidance from President Clinton is clear; “I want to assure all of you 
that we will leave no stone unturned in our efforts to investigate Gulf War 
Illnesses, and to provide our Gulf War veterans with the medical care they need. 
There are mysteries still unanswered and we must do more.” I will make it my 
business to leave no stone unturned. 

To carry out this important task entrusted to me by the Deputy Secretary 
of Defense, I have expanded by an order of magnitude the Department of 
Defense’s investigations organization. The original team of 12 has been 
subsumed by a larger, more focused organization and I have completely 
revamped the way we do business. We are ensuring we have the investigators 
and analysts necessary to fully review currently known exposures, and I have the 
authority to search out and pursue reports of any new incidents. 

My expanded efforts built on earlier work by refocusing and substantially 
increasing the level of commitment. Much of that increase is to examine 
incidents which occurred during the Gulf War, the hazardous exposure that may 
have resulted from these incidents, and the broader implications of such 
incidents. Working with VA, we are doing this by communicating with veterans 
concerned in these incidents in 1991, including those veterans who are on active 
duty, who serve in the Reserve or National Guard, and those who have returned 
to full-time civilian life. 

I have expanded into new areas to initiate a pro-active, risk 
communication strategy with the two-way communications between DOD, the VA 
and the Gulf War veterans as recommended by the Presidential Advisory 
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Committee on Gulf War Veteran's Illnesses (PAC). Today, when a veteran calls 
our telephone hotline to offer information, the veteran receives a follow-up call 
and is interviewed by a trained investigator who ensures that information is 
incorporated into our case files. We are making significant strides in eliminating 
our backlog in all types of correspondence and in callbacks to our veterans. 
These calls not only provide an in-depth debrief, but for the future, establish a 
dialog between a single point of contact in my office and the reporting Gulf War 
veteran. 

The process involves the veteran in the investigative process in a 
significant and meaningful way. Their information becomes an essential part of 
the case management process. It is recorded and forwarded to an investigator 
for analysis, which becomes part of a larger picture as we examine the many 
incidents and theories associated with Gulf War illnesses. It also serves as a 
springboard for veteran outreach. The responses from the veterans have been 
extremely positive. 

We are also placing email capability on our GulfLINK website which will enable 
us to be even more responsive to the concerns of our veterans and to more 
easily involve them in the investigative process. All of these actions contribute to 
increasing our understanding. 

We also collaborate very closely with veterans service organizations 
(VSO) to increase their knowledge about potential exposure during the Gulf War. 
For example, on December 11, 1996 we hosted the VSOs at a demonstration of 
the protective gear and chemical equipment used during the Gulf War, 
particularly the M8 alarm, 256 test kits and the FOX chemical reconnaissance 
vehicle. They appreciated the opportunity to become more familiar with the 
equipment that has often been described in the media and was the subject of 
Congressional Debate, Additionally, on January 30, 1997, we hosted a briefing 
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and tour for VSOs of our new office complex and call back operation which 
allowed them the opportunity to see how our organization Is functioning. 


We have also formalized the structure for our incident investigations. We 
are now preparing a series of narratives that summarize what we know about 
such incidents as Khamisiyah, the Marine breaching operation, operational logs, 
Fox alarms, pyridostigmine bromide (PB) tablets and every other issue under 
investigation. These narratives will be a status report to the American people of 
what we know, when we knew it, and what actions we plan to take. As we 
prepare these narratives, they not only show us what we know, but they also, 
and perhaps more importantly, reveal what we don’t know, allowing us to focus 
our investigative efforts. The first case narrative will cover the events at 
Khamisiyah and it will be available in the near future. I expect this process will 
facilitate addressal of the concerns of Gulf War veterans and their families. 

The expansion of my office has also allowed us to broaden our focus on 
possible causes of Gulf War illnesses. For example, we are beginning to devote 
more resources to the investigation of possible environmental causes such as, 
pesticides and insecticides. As we reconstruct the events that occurred during 
the Gulf War, we will look closely at our doctrine, policies and procedures. Was 
our doctrine adequate? Were our policies and procedures correct? If our 
doctrine, policies and procedures were correct, then did we follow them? If 
incorrect, what changes need to be made? We must be completely open 
minded in our analysis and make the requisite changes based on these lessons 
learned. 

We are building on the major health program initiated by the Department 
of Defense to care for those still on active duty or otherorise eligible for DOD 
care. A Comprehensive Clinical Evaluation Program (CCEP) was established to 
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provide in-depth evaluations of health concerns of Gulf War veterans who are on 
active duty or sen/e in the Reserve or National Guard. We have asked all 
personnel who want to be evaluated to contact the program to schedule an 
appointment for a medical evaluation. To date, more than 38,000 Gulf War 
veterans are registered and of those, 30,000 veterans have requested a medical 
examination. Also, as reported by Dr. Kizer, The Department of Veterans Affairs 
has completed exams for 63,000-plus veterans. We will coordinate our efforts 
with VA as appropriate. 

As you may know, last month, I withdrew the DOD staff paper published 
on the GulfLINK home page which discounts low-level exposure as the cause for 
Gulf War illnesses. In doing this, I noted that the PAG concluded, and current 
scientific evidence does not support, a causal link between low-level chemical 
exposures and undiagnosed Gulf War illnesses. However, the PAG also 
recommended that additional research is warranted. We concur in this 
assessment and plan to fund the appropriate research. I approach this subject 
with a completely open mind. Our research agenda is clear evidence of this. 
Again, we will coordinate this research program with HHS and VA through the 
established Persian Gulf Veterans Advisory Board 

In addition to forming my organization, the Deputy Secretary of Defense 
generated a number of other important initiatives. In the area of research, the 
DOD has committed to spend $12M to study a wide range of medical Issues 
related to the Gulf War. Further, the DOD is prepared to spend another $15M to 
study the long-term effects of chemical and other hazardous exposures, 
including low-level chemical exposure. 

Dr. White also initiated a review by the Institute of Medicine of the DOD 
clinical health examination protocols in light of the possibility of chemical 
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exposure; a review by the Army Inspector General of military operations at 
Khamisiyah; and a review by the Assistant to the Secretary of Defense for 
Intelligence Oversight of the circumstances surrounding the handling of 
intelligence data concerning Khamisiyah and similar facilities. 

Further, Dr. White requested that the National Academy of Sciences 
provide a mechanism for oversight to meet the President’s call for an 
independent, open, and comprehensive examination of health-related issues and 
assessment of the multiple issues related to the protection of our forces. The 
National Academy has deferred now that the PAG has been extended and the 
PAG is providing oversight of the investigation into low-level chemical exposure 
events and monitoring of government-wide implementation of its 
recommendations. 

As our investigation and analysis expands and continues, we expect to 
find new and more complete information. As new information becomes 
available, it will be provided to you in Gongress, to the Presidential Advisory 
Gommittee and the American public. You have my assurance that we will 
continue to disclose fully everything we find, everything we are doing, everything 
we learn. Our findings will be published on our Internet web site, GulfLINK for 
public scrutiny. We welcome this oversight. 

In conclusion, we are whole-heartedly committed to finding out everything 
we can about any factor impacting Gulf War illnesses. This is absolutely 
necessary, not only because it is right for our veterans, but also because it is 
imperative for the future safety of our troops. The results of our collective effort 
will be a better understanding of the illnesses facing our Gulf War veterans, a 
better way of caring for our troops and their families, and new strategies for 
protecting our troops in the future. Thank you. 
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I am Dr. Richard Jackson, Director of the National Center for 
Environmental Health at the Centers for Disease Control and 
Prevention (CDC) . I am accon^anied by Dr. Stuart Nightingale, 
Associate Commissioner for Health Affairs, Food and Drug 
Administration (FDA) . I am pleased to have this opportunity to 
appear before the House Committee on Veterans’ Affairs to 
comment, on behalf of the Department of Health and Humans 
Services (HHS) , on the final report of the Presidential Advisory 
Committee on Gulf War Veterans' Illnesses. I will also update 
you on CDC's activities relating to Persian Gulf War veterans. 
Dr. Nightingale will be happy to answer questions relating to 
FDA. 


We commend the Presidential Advisory Committee (PAC) for its 
comprehensive review of the complex issues involved in examining 
the health consequences of military service in the Persian Gulf 
War. We take note of the PAC's finding that many veterans are 
clearly experiencing medical difficulties connected with their 
service in the Gulf War. In fact, our own studies have reached a 
similar conclusion. The causes of these illnesses need to be 
throughly investigated. However, answering such questions is 
exceedingly complex and we may never be able to determine the 
precise causation of illness in all Persian Gulf War veterans. 
That is why it is important that we also examine future actions 
that can be taken to control or prevent health problems among our 
military personnel. In this regard it is essential that HHS 
continue its close collaboration with the Departments of Defense 
(DoD) and Veterans Affairs (VA) . This collaboration has resulted 
in several well -designed investigations of health outcomes among 
Persian Gulf War veterans. Later in this testimony, I will 
describe two of these investigations, one based in Iowa and the 
other in Pennsylvania. However, there have been several other 
collaborations, including studies of birth defects among children 
born to Persian Gulf War veterans, testing of serum samples for 
leishmania infection, and assessment of the impact of the oil 
well fires. 
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We concur with the PAC on the importance of communicating risk 
and providing health education to Gulf War veterans. Several 
centers at CDC, including the National Institute for Occupational 
Safety and Health, and CDC 'a sister agency, the Agency for Toxic 
Substances and Disease Registry, have extensive expertise in this 
area will colledaorate with DoD and VA in developing effective 
methods to provide Persian Gulf War veterans with comprehensive 
information concerning possible exposures to environmental 
hazards, potential health effects from risk factors, and 
explanations of ongoing and completed clinical and epidemiologic 
studies . 

The PAC strongly emphasized the important role of public advisory 
groups. HHS strongly supports the concept of community 
involvement and participation in our studies and programs. At 
CDC we have found that such participation increases public 
awareness of the strengths and limitations of epidemiologic 
studies of public health issues and enhances public acceptance of 
study results. Such groups provide useful information and 
advice, frecjuently even on ccmplex public health and scientific 
issues . 

Our use of a public advisory group in the Iowa study of Persian 
Gulf War veterans is an excellent example of the effectiveness of 
community involvement. In this study, the Iowa Department of 
Public Health established a public advisory committee to ensure 
coordination, liaison, and open coiranunication with veterans, 
veterans' service organizations, and other affected parties 
regarding the Iowa study. In its review of the study protocol 
and data collection instruments, the public advisory committee 
provided very useful input regarding question format and content. 
The public advisory committee was also essential in disseminating 
information regarding the study to veterans groups. The 
committee increased veterans' awareness of the study and 
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encouraged their participation by printing information regarding 
the study in veterans’ newsletters. We achieved a very high rate 
of participation in this study, in part due to the public 
advisory committee's support of the study. 

As pointed out in the PAC report, appropriate peer review is also 
essential to the success of scientific endeavors. In the Iowa 
study, investigators at the University of Iowa College of 
Medicine established a scientific advisory committee to provide 
external scientific review of study methods and survey 
instruments. The six-member committee was composed of nationally 
recognized experts in epidemiology, biostatistics, environmental 
health, psychiatry, infectious diseases, multi-systemic 
conditions, respiratory disease, and reproductive health. They 
provided critical review of our study at several stages of 
development and played an important role in ensuring the 
scientific validity of the study. 

The PAC identified several priority research areas. These 
include studies of the long-term health effects from low-level 
exposure to chemical agents, the long-term health effects from 
stress, the long-term health effects from exposure to known 
carcinogenic and mutagenic compounds, such as mustard agent, and 
the long-term health effects of interactions between 
pyridostigmine bromide and other chemicals. We concur with the 
importance of conducting additional studies in these areas. 

HHS is also in full agreement with the PAC on the importance of 
anticipating post -conflict health concerns associated with 
military deployment. The ongoing studies of Persian Gulf War 
veterans will contribute to our understanding of the effects of 
military service in the Persian Gulf. However, most of these 
studies are limited by their retrospective nature. At CDC, we 
are well aware of the difficulties associated with attempting to 
address veterans' health concerns which develop months or 
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sometimes years after deployment. In most instances, 
investigators are called in only after an environmental health 
problem is suspected. As a result, baseline data on the health 
of military personnel is often lacking, and this limits the 
ability to conduct definitive studies. It is essential that we 
take a more forward-looking approach to evaluating veterans' 
health concerns. Such an approach should consist of gathering 
baseline data on the health of military personnel, establishing 
surveillance systems for adverse health outcomes, developing 
better troop locator methods, and identifying risk factors for 
stress- related reactions. Ideally this would include collection 
and storage of baseline and post -deployment serum samples. 

In particular, in the study of low-level chemical exposures, the 
use of pre- and post-deployment serum scunples coupled with an 
investment in laboratory-epidemiology partnerships may develop 
objective measures of exposure. Laboratory measures of exposures 
can be much more relevant and predictive than surrogate estimates 
from self-reported information obtained many years after the 
exposure. CDC has had a number of successes in the development 
of methods to measure exposure to environmental toxicants in 
humans. For excunple, CDC laboratories developed new techniques 
for measuring volatile orgemic conpounds and used these 
techniques to measure exposure to oil well fire smoke in Kuwait. 

We also commend the PAC for their emphasis on the study of 
stress -related disorders. As the report points out, stress is 
known to affect the brain, immune system, cardiovascular system, 
and various hormonal responses. Further study of the impact of 
stress on physical as well as psychologic functioning can only 
benefit our efforts to understand the illnesses affecting Persian 
Gulf War veterans and assist us in preventing similar illnesses 
in future deployments. 
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The PAC report recommends that the government consider methods 
for routinely sampling military populations regarding 
reproductive health so that an appropriate baseline exists for 
evaluating reproductive outcomes following deployment. In 
particular, the report suggests that DOD consult with the CDC's 
National Center for Health Statistics and consider implementing 
the National Survey of Family Growth. This is a survey of women 
of child bearing age that provides baseline and evaluation data 
for a variety of health promotion programs concerned with 
reproductive health, family planning, maternal and child health, 
sexually transmitted diseases, and HIV infection. CbC would be 
pleased to provide technical consultation to DoD on developing 
such a surveillance system. 

Finally, the PAC report commented on FDA's Interim Pinal Rule 
permitting waiver of informed consent for use of unapproved 
products in a military emergency. The committee expressed 
concern about the time FDA has taken to reopen the rule making 
process. The FDA intends to reopen the rule making process and 
solicit public comment in line with the committee's report. This 
public comment will be directed toward whether the FDA should 
finalize the Interim Final Rule, modify it, or eliminate it 
con^letely. We also will continue to work -- as we have over the 
past several years - - with the DOD and others on this important 
topic. 

In addition to the findings from the PAC, the Institute of 
Medicine (lOM) also recently released a report on its findings 
regarding the health consequences of service during the Persian 
Gulf War. I will not specifically address the recommendations 
made in the lOM report as there is considerable overlap with the 
findings and recommendations of the PAC report. 

I would like to update you on CDC’s recent activities relating to 
Persian Gulf War veterans. In i^ril 1994, Senator Harkin 
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requested that CDC conduct a health assessment of Persian Gulf 
War veterans from Iowa. The study was initiated in December 1994 
and was conducted in collaboration with the Iowa Department of 
Public Health and the University of Iowa College of Medicine. 

The purpose of this study was to con^are the prevalence of self- 
reported symptoms and illnesses among Persian Gulf war veterans 
from Iowa with military personnel from Iowa who were not deployed 
to the Persian Gulf. Initial results from this study appear in 
the January 15th issue of the Journal of the American Medical 
Association. 

Of all Gulf War studies, the lowa-CDC study has unique strengths 
and differs from previous reports on the health of Gulf War 
veterans in several substantial ways. First, the individuals in 
the Iowa study are not self-identified. This study is the first 
population-based epidemiological study to evaluate the health 
consequences of the Persian Gulf war. The 3,695 subjects in the 
study were selected from a larger population of almost 29,0D0 
military personnel who listed Iowa as their home of record. 
Furthermore, the subjects in this study were specifically 
selected to represent individuals from all four DOD branches of 
the military, and include both regular military personnel and 
National Guard and reservists. The interviews for the study were 
conducted by telephone. This resulted in a high rate of 
participation. In fact, 91% of persons contacted by telephone 
completed the detailed interviews. 

Secondly, this study is one of the first “controlled" 
epidemiological studies to evaluate the health consequences of 
the Persian Gulf War. By controlled, I mean it also assessed a 
carefully selected comparison group of military personnel who 
were not deployed to the Persian Gulf but who served during the 
time of the Persian Gulf War. 
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Finally, this was a rigorously conducted study with a great deal 
of scientific review and oversight. As previously described, we 
relied on input from our scientific and public advisory 
committees throughout the course of the study. 

The study's researchers found that Gulf War military personnel in 
this study were more likely than those who did not serve in the 
Gulf War to report symptoms suggestive of cognitive dysfunction; 
depression; chronic fatigue; post ■'traumatic stress disorder; and 
respiratory illness, specifically asthma and bronchitis. The 
conditions identified in this study appear to have had a 
measurable impact on the functional activity and daily lives of 
these Persian Gulf War veterans. Among Persian Gulf War 
veterans, minimal differences were observed between the National 
Guard or Reserve troops and the regular military personnel, 
indicating that all military personnel, regardless of type of 
military service, were affected by deployment to the Persian 
Gulf. 

Findings from this study establish the need to investigate 
further the causes, clinical nature, and public health 
implications of the higher rates of self-reported health problems 
of Gulf War veterans. More objective clinical measurement of the 
specific conditions identified in this study should be addressed 
in future studies to determine the underlying illnesses, medical 
conditions, or other concerns that might be related to these 
self-reported conditions. 

In addition to the Iowa study, CDC also conducted art 
epidemiologic investigation of illness among members of an Air 
National Guard unit in Pennsylvania. In October 1994, a 
physician from the Lebanon (Pennsylvania) VA Medical Center 
reported a cluster of patients with multiple symptoms including 
diarrhea, joint pains, and skin lesions in an Air National Guard 
unit that had served in the Persian Gulf. In November 1994, the 
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Pennsylvania State Health Department, VA, and DoD requested that 
CDC conduct an independent evaluation of these veterans. 

The investigation involved three phases. In Phase l, the 
veterans were interviewed, examined, and their medical records 
reviewed to verify and characterize the illness. In Phase 2, a 
survey was conducted with members of the index unit and three 
control units to determine the relative prevalence of symptoms 
among persons deployed to the Persian Gulf conpared with those 
who were not deployed. This was done in order to develop a 
working case definition. In Phase 3, a comprehensive clinical 
evaluation of Persian Gulf War veterans from the index unit was 
completed to characterize the illness and identify risk factors. 

The findings from the first two phases of this investigation have 
been reported in June 1995 in CDC's publication, the Morbidity 
and Mortality weekly Report. This investigation demonstrated an 
association between deployment to the Persian Gulf and a chronic 
multi-symptomatic condition characterized by fatigue, mood and 
cognitive symptoms, and musculoskeletal pain. These are similar 
symptoms to those reported in the Iowa study. In the 
Pennsylvania study, 45 % of veterans and 15% of non-veterans met 
the case definition of illness. Case subjects reported 
significant decreases in functioning and well-being, but illness 
was not associated with abnormalities on physical exam or 
laboratory analyses or with e3q>osure to infectious agents. CDC 
is preparing a report on these findings for publication in a 
peer-reviewed journal. 

In summary, although DoD and VA have the primary responsibility 
for protecting the health of military personnel, HHS strongly 
supports the findings of the PAC that all of the government's 
expertise be brought to bear on this issue. HHS has played an 
appropriate role in addressing Persian Gulf War veterans* health 
concerns through our membership and participation in the 


8 



371 


activities of the Persian Gulf Veterans* Coordinating Board. To 
the extent possible, HHS is corraiitted to continue working closely 
with VA and DoD in this effort. We owe a debt of gratitude to 
these veterans and to all men and women who volunteer for 
military service and we are strongly committed to improving the 
quality of their health. I will be glad to respond to any 
questions you or other members of the Conanittee may have. 
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Matthew l. Puglisi 

Assistant Director for Gulf war veterans 
Veterans Affairs and Rehabilitation Commission 
The American legion 

before the 

House veterans' affairs committee 
U.S. House of Representatives 

February 11, 1997 

Mr. Chairman and distinguished members of the Committee: 

The American Legion appreciates the opportunity to offer testimony concerning the 
Final Report of the Presidential Advisory Committee on Gulf War Veterans' Illnesses 
(PAC). We commend you, Mr. Chairman, for convening this hearing on a document 
that has, and will continue to have, a significant impact on how the federal 
government responds to Gulf War Illnesses (GWI). 

The PAC's Final Report is an important contribution to the GWI literature. The 
American Legion commends the Committee and staff on its professionalism, hard 
work, and dedication to a complex and emotional topic. The American Legion 
attended every Committee and Panel meeting over these many months, and we 
were impressed with the presenters, the PAC's attention to detail, and the 
opportunities for extensive periods of public comment. 

On balance, the Final Report is a thoughtful analysis of the federal government's 
response to, and the nature of, GWI. The compilation of clinical and 
epidemiological data is the most complete and well organized on this topic. The 
PAC, and its Final Report, has had a significant positive impact on some areas of 
the federal government's response to GWI, notably the Department of Defense's 
(DoD) investigation into chemical and biological weapons (CBWj exposures. The 
Final Report has a number of weaknesses, however, most notably its inability to 
adequately evaluate the medical treatment provided to Gulf War veterans from DoD 
or the Department of Veterans Affairs (VA), and its chapter describing the likely role 
of stress in the illnesses. 

Background 

Soon after the Gulf War, reports surfaced that Persian Gulf veterans were suffering 
from poor health. It soon became clear to The American Legion that many of its 
members who were Gulf War veterans and who deployed to the Persian Gulf in 
good health, returned in poor health. For many, the myriad of symptoms that have 
come to be known as "Gulf War Syndrome" became manifest after their return 
from the Persian Gulf. The American Legion thinks that these symptoms are most 
likely more accurately described as Gulf War Illnesses (GWI). GWI includes 
symptoms that go without a diagnosis during a medical examination, particularly 
Persian Gulf protocol exams offered by DoD and VA. The federal government 
responded slowly at first, and with minimal coordination between the three primary 
agencies tasked with addressing GWI: DoD, VA, and the Department of Health and 
Human Services (HHS). The American Legion was dismayed at the federal 
government's poor overall initial response, and soon a number of Congressional 
oversight hearings occurred. As VA's programs improved, and formal coordination 
between the agencies was established, certain controversies only grew, particularly 
the connection between illnesses and exposure to CBW agents in the Persian Gulf. 

President Clinton created the PAC on May 26, 1995 at the request of the First 
Lady. She developed the idea for independent oversight after meetings with federal 
agencies, VSOs and Gulf War veterans. The PAC was charged with reviewing the 
federal government's response to Gulf War veterans' illnesses and with providing 
advice and recommendations on the following matters: 
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• Research 

• Coordinating Efforts 

• Medical Treatment 

• Outreach 

• External Reviews 

• Risk Factors 

• Chemical and Biological Weapons' 

The PAC conducted ten full committee meetings and eight panel meetings 
throughout the country during its initial tenure.^ The PAC was extended nine 
months by the President on January 7, 1997. The President did so for two 
reasons: the PAC can satisfy its own recommendation that a group independent of 
DoD oversee the investigation into CBW exposures; the PAC can oversee the 
implementation of its recommendations by the federal government. 

Mr. Chairman, I would now like to offer The American Legion's analysis of the Final 
Report's strengths and weaknesses. 

Strengths 

Chemical and Biological Warfare Agent Exposures and DoD's Investigation 
The PAC will long be remembered for the impact it had on DoD's investigation of 
possible CBW exposures of U.S. troops in the Persian Gulf. This impact cannot be 
overstated. DoD maintained for over five years after the Gulf War that there was 
no presence, no use and no exposure of U.S. troops to chemical warfare agents in 
the Kuwaiti Theater of Operations; the "three 'nos'" as now famously described by 
the PAC.^ DoD no longer maintains that position, and it now has over ten times 
the manpower devoted to this investigation. The new point man for the issue at 
DoD, Dr. Bernard Rostker, Assistant Secretary of the Navy for Manpower and 
Reserve Affairs, in recent Congressional testimony described DoD's investigation 
prior to his appointment in November 1996 as "inadequate."'* His testimony 
signaled how completely DoD has changed its tune. 

DoD has described its June 21, 1996 Khamisiyah announcement as a "watershed 
event." The announcement revealed that U.S. troops had demolished an Iraqi 
ammunition bunker in March 1991 that contained chemical munitions. This 
announcement followed years of the aforementioned "three nos." DoD has claimed 
that the June 21 announcement and subsequent turnaround occurred because of 
the investigative work of the Persian Gulf Veterans' Illnesses Investigation Team 
(PGIT). PGIT was a twelve member operation created in 1 994 that reported to the 
Assistant Secretary of Defense for Health Affairs, Dr. Stephen Joseph. PGIT no 
longer exists, and its members no longer work on the investigation of CBW 
exposures for DoD. If its work led the largest government agency known for its 
inability to admit mistakes to execute a complete policy turnaround, PGIT's 
members would be wearing Defense Superior Service Medals today, instead of 
being dropped from the investigation altogether. The truth of the matter is that 
PGIT's poor performance was revealed by the PAC's investigation, and the PAC's 
articulate and damning judgment of the PGIT doomed it to extinction. The 
watershed event occurred on Sept. 5, 1996, and the group behind DoD's about 
face was not the PGIT but the PAC. 

The PAC's staff reported their findings and recommendations concerning their 
investigation into DoD's efforts on September 5, 1996 in Washington, DC. Their 
professional report was a display of government oversight at its best. In plain 
language understandable to the layman the staff left no doubt that, in its words, 
"PGIT's analyses related to CBW incidents have lacked vigor, fallen short on 
investigative grounds, and stretched credibility."® The staff's report made 
headlines, and the language it used to describe its findings found its way onto 
Editorial pages of most of the nation's newspapers. The report articulated what 
veterans themselves thought about DoD's efforts, but did so in a much more 
powerful manner. DoD had no choice but to quickly review and renew its efforts, 
or watch as the momentum generated by the PAC forced it out of the game 
entirely. 
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Deputy Secretary of Defense Dr. John White ordered Dr. Rostker to conduct a 
complete review of DoD's efforts 20 days after that staff report. Dr. Rostker 
reported back to Dr. White in November 1 996 on his findings and 
recommendations. Dr. White announced his plan for revamping DoD's entire effort 
concerning Gulf War veterans' illnesses, and the investigation of CBW exposures, at 
the November 13, 1996 PAG meeting in Washington, DC. 

The PAC's aggressive and thorough investigation, and the articulate and damning 
staff report sparked the Pentagon to revamp its entire approach to GWI months 
before the Final Report was submitted to the President. The American Legion, 
grassroots groups, some regional news outlets and a few Congressional 
Committees kept pressure on the Pentagon concerning CBW exposures for several 
years after the Gulf War. It was the PAC, however, that pushed the Pentagon to 
conduct a complete about face. 

Avoiding Post-Conflict Health Concerns 

The Committee noted the parallels between the experience of Vietnam and Gulf 
War veterans, and recommended how the federal government could avoid, or at 
ieast ameiiorate, post-conflict health concerns.® The Committee was not charged 
with comparing the two, but it wisely did so. 

War and subsequent disease in war veterans has been noted and observed since 
the U.S. Civil War,^ with often baffling and overlapping results. There are four 
general categories of disease that have occurred in war veterans, and none of them 
are necessarily mutually exclusive. 

The first includes common diseases spread in epidemic settings such as 
overcrowded and unsanitary trenches in World War I, to overcrowded and 
unsanitary barracks during the Gulf War. Tuberculosis was a well known result 
from the First World War, and several respiratory diseases were reported after the 
Gulf War. It is significant to note that World War I veterans who suffered from TB 
were initially labeled as malingerers by the War Department. 

The second includes diseases whose causes were poorly understood when first 
encountered or which are rarely seen by American medical doctors. Examples 
include lung cancer in World War I veterans exposed to mustard gas, diseases 
caused by exposure to dioxin in Vietnam veterans, and Leishmaniasis in some Gulf 
War veterans. 

The third category includes psychological illnesses caused by exposure to combat, 
the chief and most disabling among them being Post-traumatic Stress Disorder 
(PTSD). 

To these we must add so called "war syndromes." (Hyams) They have been 
observed and described since the U.S. Civil War. They include reported symptoms 
that are not verifiable through diagnostic tests, and the most frequently reported 
symptom is fatigue. It is not yet known if Gulf War Syndrome, or GWI, are to be 
included in these syndromes. GWI include credible reports of poor health in some 
family members of Gulf War veterans, and reports of adverse birth outcomes among 
Gulf War veterans and spouses and birth defects among children of Gulf War 
veterans. Gulf War veterans also encountered environmental hazards in the Persian 
Gulf that were not present in past wars, such as pyridostigmine bromide (PB) and 
sarin. 

The disabilities that sick veterans have faced after these conflicts have sometimes 
been exacerbated by the federal government's response, or lack of response to 
them. The PAC's recommendations, if implemented, should help avoid these 
problems in the future to a certain extent. Its recommendations are: 

• The government should plan its response for future post-conflict periods today 

• VA, DOD and FDA should develop a comprehensive risk communication strategy 

• Data collection should be improved and made more uniform 
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All address the historical mistakes, and the federal government's lack of vision on 
many issues affecting veterans' health, from World War I to the Gulf War. 

The American Legion would like to add recommendations that, if implemented, 
would provide the federal government with a comprehensive approach to post- 
conflict health and adjustment problems for veterans and their families. The Gl Bill 
of Health, and much needed improvements in the current Montgomery Gl Bill would 
provide future veterans with access to quality health care and effective transition 
assistance. Mr. Chairman, The American Legion encourages you, and this 
Committee to consider these proposals in light of the Gulf War veterans' 
experience. That experience clearly demonstrates that health care and transition 
assistance would have made the plight of sick Gulf War veterans less severe. 

Recommendations 

The PAC's many recommendations must all be implemented in good faith and as 
quickly as possible. As a group, they address the major and minor shortfalls of the 
government's response to GWI. Some recommendations from the PAC's interim 
Report have not been implemented, notably the use of public advisory committees 
for research projects, and CBW detection equipment improvements. The extension 
of the PAC's charter should enable it to oversee the implementation of its 
recommendations, but this Committee is encouraged to play an active oversight role 
in conjunction with the PAC. 

Weaknesses 

Evaluation of Risk Factors 

The PAC identified ten risk factors encountered by troops in the Persian Gulf and it 
considered their likely association to GWI based on current peer reviewed research. 
The risk factors considered were: 

• chemical warfare agents 

• biological warfare agents 

• stress 

• pyridostigmine bromide 

• smoke from oil well fires 

• vaccines 

• indigenous infectious disease 

• depleted uranium 

• pesticides 

• petroleum products® 

Sick Gulf War veterans were stationed all over the theater of operations. Some 
were exposed to all or few of the risk factors, and yet all report poor health. It is 
unjustified to favor one risk factor above any of the others until the scientific 
studies are completed. Some appear more likely than the others, especially for 
veterans who experienced particular exposures. Judgment and speculation are best 
reserved at the end of the investigative process, not the beginning. This, however, 
was not the approach of the PAC. 

The PAC did not find a causal link between any of the aforementioned risk factors 
and GWI, except stress.® The Final Report describes in detail the well defined, and 
well known psychological consequence of exposure to traumatic stress-PTSD-and 
the subsequent poor physiological health found in PTSD patients. However, except 
for the Southwick'® and Stretch” studies, PTSD does not appear as a major 
contributor to symptoms associated with GWI. This has been found by a number of 
epidemiological studies conducted by the Centers for Disease Control, the 
Boston VA Environmental Hazards Center,’® the Iowa Persian Gulf Study Group, 
and the University of Texas.’® All of these studies, except the Texas study, 
carefully screened for PTSD. and found PTSD in some veterans. All however, found 
a group of veterans suffering from symptoms of fatigue, joint and muscle pain, 
headaches, etc,, but who did not meet the criteria for PTSD. This group's 
symptoms also went undiagnosed. PTSD does not explain GWI, because those 
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whose symptoms fall into its (very broad) category do not suffer from PTSD 
according to most of the peer reviewed research findings reported to date. 

The Final Report alludes to ongoing research that is investigating the link between 
non-traumatic stress and adverse physiological health outcomes. This research is 
fascinating, and in its early stages. The Final Report recognizes this fact by 
carefully explaining that "scientists are beginning to unravel the physiological 
connection between the brain and various parts of the human body," and, 
furthermore, that "some researchers suspect that the inadequate production of 
stress hormones and stress response occurs in some (not all) humans with CFS 
[Chronic Fatigue Syndrome] and PTSD."’° (Emphasis added) Suspicions are not 
data or research findings, and the PAC's finding that stress is a likely cause of GWI 
is premature at best. One of the nation's leading PTSD experts recently 
commented that "'likely' should not be used by the PAC to describe stress. Not 
yet."'^ 

The principles of risk communication were not applied by the PAC in writing this 
chapter of its final report. To the lay reader, the PAC seems to contradict itself by 
dismissing nine risk factors (including PB and CBW) while it calls for more research 
into PB and low level CW exposures. The PAC's finding concerning stress as a 
likely risk factor without data has alarmed veterans, and disappointed some 
researchers. This most important of chapters should have been written with the 
target audience. Gulf War veterans, more in mind. 

The PAC would do well to follow its own advice to VA, DoD and FDA concerning 
risk communication. Chapter Four of the Final Report has generated a great many 
questions by veterans, and the PAC should make an effort to thoughtfully and 
effectively address them during the remainder of its extended tenure. 

Medical Treatment Provided to Gulf War Veterans 

The PAC charter called tor it to report to the President on the medical treatment 
offered to Gulf War veterans at VA and DoD.’® It found that overall, Gulf War 
veterans are provided with "high-quality health care."’® The PAC's finding was not 
based on data collected from a formal outcomes study, but from several site visits 
and public comment at its meetings. Its methods and the lack of data do not 
support such a definitive finding. 

How do Gulf War veterans feel after they receive treatment from VA and DoD? Do 
they feel better? The same? Worse? As of today, no one knows. There is no 
data available, only anecdotes. VA and DoD have not formally measured health 
outcomes for Gulf War veterans after they receive care from those agencies. The 
PAC did not conduct outcomes studies because it was not permitted under its 
charter to conduct original research. It should have noted this limitation, however, 
instead of weakening its Final Report with such a definitive finding. 

After hearing many veterans complain about the care they received from VA and 
DoD during public comment, the PAC did not follow-up by recommending to VA and 
DoD that they conduct investigations into the quality and effectiveness of the 
health care they provide to Gulf War veterans. 

The American Legion, in discussions with DoD, and as part of its membership on 
VA's Persian Gulf Expert Scientific Committee, has recommended to both agencies 
that they undertake outcomes studies to assess the effectiveness of the medical 
treatment they provide to Gulf War veterans. Both have responded favorably. 

Summary 

Overall, the PAC's Final Report accomplished the mission given to the PAC in its 
charter: evaluate the federal government's response to Gulf War veterans' illnesses. 
In some areas, the PAC had a significant positive impact on the government's 
response, particularly DoD's investigation into CBW exposures. In others, notably 
medical treatment provided to Gulf War veterans, it fell short of the mark. The 
American Legion commends the PAC, and its staff, for their professionalism and 
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dedication to helping Gulf War veterans receive the care and answers that they 
deserve. 

This completes my testimony. I will now be happy to answer any questions that 
you may have. 
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* WASHINGTON OFFICE * "K* STREET. N-W. * WASHINGTON. D.C. 20006-2847 * 

(202) 661-Z700 H FAX (202) 681-2728 * 


February II, 1997 


Honorable Bob Snimp. Chairrnan 
House Veteruru Af&irs Commiiicc 
335 Cannon House Office Building 
Washington, DC 20515 

Dear Mr. Chairman: 

Neither I. nor The American Legion, has received any federal grant or contract from any agency or 
program relevant to The Final I^eport of the Presidential Advisory Committee on Gulf War 
Veterans' Illnesses, the subject of the testimony offered today, during the current or previous two 
fiscal >’ears. 


SinMrely, 



Matthew L. Puglisi 
Assistant Director 
Gulf War Veterans 
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Assistant Olrectt^r. Ths American Legion, Washington, DC. 
October 1, 199S-Presenc. Responsible for the creation of 
Innovative policies to enhance The American Legion’s service 
towards Persian Gulf War Era veterans, their families, and 
their advocates, | Conducted a systematic review of the 
ongoing studies concerning undiagnosed illnesses and service 
In the Persian Gulf. Represented The American Legion on the 
Department of Veterans Affairs' Persian Gulf Expert 
Scientific Committee. Studied the VA's claims process as it 
relates to Gulf V^ar veterans. Conducted outreach to Gulf 
War veterans, arid their advocates, through the traditional 
media, American ^Legion publications, and the Internet. 

Commanding Officer. Battery G, 3rd Battalion, 14th Marines, 
United States Hajrine Corps Reserves, West Trenton, New 
Jersey. August Il995-Preaent. Responsible for the training, 
and performance,; Of 130 Marines and six officers. 

Responsible for |the accurate and timely fires from the 
battery's six ISjSmra towed howitzers. 

Appeals Represeritatlve. The American Legion, Washington, 

DC. January 16, | 1995-September 30, 1995. Counseled, 
prepared and represented veterans before the Army, Naval, 
and Air Force Discharge Review Boards. Presented written 
arguments on behalf of veterans before the Boards for 
Correction of Military Records. 

Senior Aide. New York State Assemblywoman Eileen C. Dugan, 
Brooklyn, New Yorjc. May 1993-January 1995. Developed 
position papers and conducted presentations to public and 
private policy and decision making groups. Testified before 
legislative committees, coordinated legislative hearings 
and briefings for community groups and businesses. Acted as 
ombudsman to resolve complex problems for constituents. 

Artillery Officer. United States Marine Corps. Second 
Marine Division, Camp Lejeune, North Carolina. September 
1989-April 1993. Acted as the Commanding Officer of an 
artillery battery. Planned, organized and coordinated a 
formal training program for 130 Marines. Coordinated 
artillery, mortor |and air power for a mechanized infantry 
company during Operation Desert Storm. 

Education. Siena College, Loudonville, New York. BA, cum 
iaude (Political Science), 1989. 
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STATEMENT OF 
JOSEPH A. VIOLANTE 

DEPUTY NA TIONAL LEGISLATIVE DIRECTOR 
OF THE 

DISABLED AMERICAN VETERANS 
BEFORE THE 

COMMITTEE ON VETERANS’ AFFAIRS 
UNITED ST A TES HOUSE OF REPRESENTA TIVES 
FEBRUARY I L 1997 


MISTER CHAIRMAN AND MEMBERS OF THE COMMITTEE: 

Since 1920. the Disabled American Veterans (DAV) has been dedicated to one single 
purpose: building better lives for disabled veterans and their families. On behalf of the more 
than one million members of DAV and its Auxiliary. I wish to express our deep appreciation for 
this opportunity to provide the Committee with DAV’s assessment of the difficulties faced by 
Persian Gulf War veterans as they attempt to obtain disability compensation and medical care for 
their illnesses and disabilities from the Department of Veterans Affairs (VA). We also appreciate 
the opportunity to provide our comments regarding the recent report by the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses (PAC Report). 

At the outset. Mr. Chairman, we wish to thank you. Ranking Democratic Member Lane 
Evans, and the members of the Committee for the timely exercise of your oversight 
responsibilities. We appreciate the fact that you have made Persian Gulf War illnesses one of 
this Committee’s priorities. By focusing your attention on the needs of Persian Gulf War 
veterans and their families, you have demonstrated, in a most meaningful way. your commitment 
to ensuring that these veterans and their families receive the VA benefits and services to which 
they are entitled. 

Mr, Chairman, the issue of Persian Gulf War illness is a serious problem made more 
difficult because of its complexity, the lack of scientific/medical evidence, the failure to maintain 
complete military and medical records, the failure of the Department of Defense (DoD) to come 
forward with critical evidence establishing the possible exposure to chemical agents by U.S. 
troops, and the conflicting reports and conclusions being reached by various scientific/medical 
commissions and individuals. These are not new dynamics for veterans. Veterans returning 
from all our Nation’s military wars and conflicts have been faced with similar problems in 
attempting to establish the foundation for recognizing the onset of certain conditions as service- 
connected; however. Persian Gulf War veterans, as a group, appear to be sicker and more 
severely disabled as a result of their service in the Persian Gulf than their predecessors. The fact 
that there are still many unanswered questions and so many conflicting medical opinions 
surrounding Persian Gulf illness only serves to exacerbate the situation. 

When it became evident in early 1994 that a large number of Persian Gulf War veterans 
were becoming ill for no apparent reason other than the fact of their service in the Persian Gulf, 
DAV wrote to Secretary of Veterans Affairs Jesse Brown to express our significant concerns 
about the plight of these men and women. We called upon the Secretary to provide just 
compensation to veterans suffering illness or disease believed to be associated with their service 
in the Persian Gulf We also urged the VA to continue its vigorous pursuit to identify the 
cause(s) of these ailments and their possible treatment and cure. 

When it became obvious that legislation would be required to provide VA disability 
compensation to Persian Gulf War veterans suffering from undiagnosed illnesses. DAV 
wholeheartedly supported that initial legislation with the exception of two provisions. We took 
exception to the one-year presumptive period originally proposed in the legislation. At that time, 
we warned Congress and VA that with the difficulty in pinpointing the source or sources of the 
various ailments, the one-year presumptive period was inadequate for the purpose of 
compensating veterans who were suffering from illness or disease attributed to their service in 
the Persian Gulf We noted that primary investigations and multifarious studies have attempted 
to identify the source or sources of these ailments without success. We suggested that the 
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presumptive period be left open-ended until the scientific/medical community could determine 
the cause or causes of these ailments. A two-year period was established by VA, however. We 
believe that the passage of time has demonstrated the soundness of our position. 

Mr. Chairman, we continue to espouse the position that the presumptive period be left 
open-ended until the cause(s) of these ailments can be determined. It did not make sense in 1994 
to limit the presumptive period and it does not make sense today since we still know very little 
about the ailments afflicting Persian Gulf veterans. 

We note that Congress wisely provided the Secretary with the discretion to establish the 
presumptive period, and that Secretary Brown is currently in the process of expanding the 
presumptive period from its current two-year period. We urge this Committee to encourage the 
Secretary to establish an open-ended presumptive period, until such time that we know more 
about the cause or causes of these mysterious ailments. We caution this Committee, however, 
not to take legislative action that would trigger “pay-go” provisions of the Budget Enforcement 
Act. 


As you know, when Congress enacted Public Law 103-446, the “Veterans' Benefits 
Improvement Act of 1994,” cost-of-living adjustments for service-connected disabled veterans 
and survivors were reduced to satisfy the “pay-go” provisions of the Budget Enforcement Act. 
Should Congress legislate a change in the presumptive period for Persian Gulf illness, it would 
have adverse repercussions on other VA programs because VA, once again, would have to 
identify cost savings from other programs to pay for this “new” benefit. 

It appalls us to think that in order to establish new veterans’ benefits or programs, some 
other worthy program must be cut or wartime disabled veterans or their dependents would have 
to give up their compensation to fund these new benefits or programs. Our Nation must realize 
that paying for the disabilities of wartime disabled veterans is nothing more than an extension of 
the cost of war waged by our Government. It is uneonscionable to think that one group of 
wartime disabled veterans must give up an entitlement so that another worthy group of wartime 
disabled veterans can receive benefits or services to which they are entitled. We call upon this 
Committee and all members of Congress to exempt veterans’ benefits and services from the 
“pay-go” provisions of the Budget Enforcement Act. 

Mr. Chairman, the plight of Persian Gulf War veterans suffering from undiagnosed 
illnesses continues to be one of our foremost concerns, as we know it is with this Committee. 
Recent VA statistics on claims processing for these veterans only serves to heighten our 
concerns. The VA notes that slightly more than three-quarters of Persian Gulf veteran claims 
have been allowed. Of the 84.147 Persian Gulf claims, service connection has been granted in 
approximately 65,001 claims; however, only slightly more than 27,000 veterans are receiving 
compensation for service-connected di.sabilities. Further, of the 1 1 ,257 environmental hazard 
claims considered, slightly less than 1,400 have been granted service connection and only 620 or 
5% have been granted service connection for undiagnosed illnesses. 

Although the VA is proud of its 77% allowance rate, we are concerned that many 
veterans do not receive service connection for their most debilitating ailments. For example, a 
veteran files a claim for so-called Persian Gulf illness with symptoms such as joint pain, fatigue, 
a respiratory condition, memory loss, headaches, and gastrointestinal problems, and for an in- 
service back injury. Service connection is granted at a non-compensable rate for the in-service 
back injury residuals and denied for the other disabilities. Statistically, this veteran would fall 
into the category of claims allowed (77%); yet. his or her most debilitating disabilities are 
nonservice-connected. We have asked the VA to look at those claims allowed to determine what 
disabilities have been denied. 

To the VA’s credit, they have reviewed, or are in the process of reviewing, 1 1 ,000 claims 
where service connection was denied. Slightly more than 2,000 ( 1 9%) of those claims have been 
readjudicated and service connection has been granted in approximately 250 of those previously 
denied cases. 
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Mr. Chairman, in addition to not receiving adequate compensation for their illnesses, 
Persian Gulf veterans face a two-prong dilemma. Although most experts concede that these 
veterans were exposed to a wide range of environmental hazards, such as experimental drugs, 
high levels of toxic substances from the oil field fires, radioactive residue, parasites, pesticides, 
lead paint, and chemical agents, there is little consensus in the medical/scientific community as 
to the residuals, if any, from these exposures. Due to the confusion surrounding Persian Gulf 
illness, we question whether these veterans are receiving adequate medical care from VA and 
DoD for their illnesses. 

The most frustrating aspect of Persian Gulf illness is that, six years after the end of the 
Persian Gulf War, we are still unable to answer the question about what is causing these 
undiagnosed illnesses. Unfortunately, the PAC report does not provide any concrete answers to 
the question of what is causing Persian Gulf illness. While the PAC has stated that “veterans 
clearly have service-connected illnesses,” they conclude that the current scientific evidence does 
not demonstrate a causal connection between so-called Persian Gulf illnesses and the 
envirorunental risk factors that veterans were exposed to in the Persian Gulf. These 
environmental risk factors include: pesticides, chemical and biological warfare agents, vaccines, 
pyridostigmine bromide, infectious diseases, depleted uranium, oil well fires and smoke, and 
petroleum products. 

The Committee does note, however, that further investigation is required to determine the 
long-term effects of exposure to low-level chemical warfare agents and the synergistic affects of 
exposure to pyridostigmine bromide and other risk factors. The Committee also cautioned that 
some of the environmental risk factors were potential carcinogens and that there was a possibility 
of an increase in the risk for cancers after decades following the end of the war. It is our sincere 
hope that DoD and VA will continue to track these veterans and monitor them for any increased 
cancer risks. 

The PAC report focuses on stress as a likely contributing factor to the broad range of 
physiological and psychological illnesses currently being reported by Persian Gulf veterans. It is 
noted that currently, scientists are beginning to “unravel the psychological connection between 
the brain and various other parts of the human body” (p. 124). Additionally, it was noted that, 
based on decades of clinical observations, physicians recognize that many physical and 
psychological diagnoses are the consequence of stress. This led the PAC to conclude that “stress 
can contribute to a broad range of physiological and psychological illnesses. Stress is likely to 
be an important contributing factor to the broad range of illnesses currently being reported by 
Gulf War veterans” (p. 125). 

We note with great interest the PAC’s statement that decades of clinical observations 
demonstrate a causal connection between stress and many physical and psychological diagnoses. 
For decades, the VA has denied any connection between service-connected Post Traumatic Stress 
Disorder (PTSD) and most physical or psychological disabilities. Veterans have routinely been 
unsuccessful in attempts to obtain service connection for mental and physical disabilities as 
secondary to Pl'SD. Why are these claims being denied if decades of clinical observations show 
a causal connection between stress and physical ailments? Congressional oversight in this area 
would clearly be appropriate and we urge this Committee to exercise that authority. 

We also note with interest that, if the PAC’s assessment that stress is an important 
contributing factor to the current illnesses suffered by Persian Gulf veterans, then the current 
argument surrounding the expansion of the two-year presumptive period would appear to be 
meaningless. If, in fact, these illnesses are caused due to the stress experienced by these veterans 
while in military service, then service connection can be established at any time post service. 
Clearly, additional research in this area must be undertaken. 

As scientific/medical researchers continue to search for the answer to the nagging 
question of Persian Gulf illness, our Nation must not forget that these veterans and their families 
are suffering because of the veteran’s deployment to the Persian Gulf Accordingly, this 
Committee must continue to seek answers to help explain the mystery surrounding these 
unexplained ailments and to ensure that these veterans receive adequate compensation and 
appropriate medical care. 
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DAV concurs with the PAC’s assessment that our Government should learn from its 
mistakes to help it avoid future post-conflict health concerns. Some of the areas that the PAC 
looked at in this regard were record keeping, communications, outreach, and follow-up services. 
The PAC noted that better record keeping and data collection were needed. It was noted that 
DoD had been responsive to the PAC’s initial recommendations about medical treatment policies 
governing pre-, during, and post-deployment of U.S, troops; however. DoD was not responsive 
to its recommendation that DoD should undertake a thorough health evaluation of a large sample 
of troops to enable better post-deployment medical epidemiology. We concur that having 
accurate baseline data would help to resolve many post-conflict health concerns. We would 
encourage DoD to take the necessary steps to ensure that better record-keeping and data 
collection methods are put in place in the near future. 

DAV firmly believes that our Nation owes the highest duty to the men and women of our 
Armed Forces to ensure their protection from diseases and illnesses endemic to that area of the 
world where they will be deployed. However, we do not believe that the men and women of our 
Armed Forces should be subject to experimental drugs without their full knowledge and 
informed consent. The delegates to our last National Convention, held in New Orleans, 
Louisiana, July 28-August 1, 1996, passed resolution number 238, opposing any authorization of 
use of members of the Armed Forces for human experimentation without their knowledge and 
informed consent. There is a definite line between using our military forces as guinea pigs to test 
the effects of harmful and injurious substances and wanting to protect the members of our Armed 
Forces from known diseases and illnesses by providing them with drugs or vaccines which may 
not be fully approved by the Food and Drug Administration. Accordingly, we support the PAC’s 
recommendation that DoD develop enhanced orientation and training procedures to alert service 
personnel that they could be required to take such investigational drugs or vaccines, and we 
would further suggest that these drugs and vaccines not be given without the full knowledge and 
informed consent of the service member. 

Concerning outreach, the PAC noted that VA’s Vet Centers and Persian Gulf Family 
Support Program were able to quickly mobilize to provide comprehensive outreach services. In 
fact, it was further noted that they offered a more targeted and direct approach than subsequent 
DoD or VA efforts which focused on hotlines and public service announcements. We also 
concur with the PAC’s assessment that effective risk communication requires a dialogue, a two- 
way flow of information, opinions and perception, and we would encourage DoD and VA to 
strive to provide avenues for veterans to get feedback to DoD and VA decision makers. 

With respect to follow-up treatment, the PAC notes that follow-up treatment is usually 
problematic. It is noted that staffing constraints often result in long delays in scheduling 
appointments and that psychiatric staffing is particularly overloaded at some facilities. 
Additionally, many veterans receive follow-up care from a number of physicians, both 
government and private sector, and no single case manager is responsible for their care. 

In the past, DAV has noted that there is a lack of coordination within the VA. VA health 
care interventions were organized to respond to symptoms rather than focus on possible 
underlying etiology. No single VA medical person had the “big picture” of a veteran’s multiple 
symptoms. We have found that if a veteran presents him or herself to a VA medical clinic with a 
number of different symptoms, he or she is referred to each clinic that handles the specific 
symptom. In other words, a veteran suffering from headaches, rashes and a gastrointestinal 
disorder is sent to three different clinics. Sometimes, by the time the veteran is seen, the 
symptoms have disappeared, only to return at a later date. Coordination of care and disease 
tracking would facilitate the overall understanding of the episodic, as well as interrelational 
aspects of the medical problems reported by Persian Gulf veterans. Accordingly, a single case 
manager would not only benefit the veteran, but would also serve to provide necessary 
coordination of care and disease tracking. 

The PAC report also focuses on reproductive health services, noting that the VA currently 
lacks the authority to provide benefits or services on the basis of adverse health effects in 
children, even if the effects are shown to result from their parents’ service experience, with the 
exception of children with spina bifida bom to Vietnam veterans who served in-country. We 
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note that funding for benefits and services provided to Vietnam veterans’ children who were bom 
with spina bifida was derived from the savings generated from the amendment to section 1151 of 
title 38, United States Code following the Supreme Court decision in the Gardner case. 
Unfortunately, $500 million in savings resulting from that amendment is going to programs other 
than those designed to assist veterans and their dependents. Only $250 million of the estimated 
$750 million savings from the Gardner case was used to fund the provisions for spina bifida. 

The other $500 million will go to general deficit reduction, instead of being used for other VA 
programs or new benefits. Should Congress decide to give VA authority to provide benefits or 
services to the children of Persian Gulf veterans because of adverse health effects resulting from 
their parents’ service experience, current VA programs and benefits will have to be cut in order 
to provide these new services. Therefore, we call upon this Committee to assist us in returning 
the excess Gardner funds to VA for use by the VA to implement or enhance programs and/or 
benefits. 

In conclusion, let me state that the PAC report has offered important suggestions and 
recommendations with regard to dealing with the current problems in health care and outreach 
needs of Persian Gulf veterans. Additionally, the PAC report provides some needed insight into 
avoiding future post-conflict medical concerns. Unfortunately, we are not provided with any 
concrete answers as to what is causing Persian Gulf illness. Although the PAC has concluded 
that it is unlikely that the health effects reported by Persian Gulf veterans are the result of the 
numerous identified environmental hazards these veterans were exposed to in the Persian Gulf, 
DAV is still not convinced of this fact. While we do not have the scientific and medical 
expertise to contradict the PAC’s assessment, which is reportedly based on numerous tests and 
studies as cited in the report, we are not convinced of the soundness of the conclusions reached 
by the PAC, particularly in light of the contradictory evidence that continually surfaces from 
physicians around the country who have had good results in treating Persian Gulf veterans 
suffering from various illnesses. Additionally, it is difficult for us to understand how valid tests 
and studies could find that the level of pollutants from oil well fires and smoke was lower than 
anticipated and “did not exceed those [levels) seen in urban air in a typical U.S. industrial city” 
(p. 100). The eyewitness accounts of veterans and photos would seem to contradict these 
findings. 

Mr. Chairman, we call upon this Committee, the entire Congress, VA, DoD, Health and 
Human Services, and all other departments and agencies involved with Persian Gulf illness to 
continue to seek answers to explain the mystery surrounding the illnesses suffered by Persian 
Gulf veterans. Those brave men and women who served this Nation in the Persian Gulf deserve 
no less. 


In closing, 1 would again emphasize that a presumptive period for service connection for 
undiagnosed illnesses must be open-ended until we are able to determine a cause or causes of the 
undiagnosed illnesses. Once this question has been answered, then a definitive presumptive 
period can be established, if appropriate. 

This concludes my statement. I would be happy to answer any questions you or members 
of the Committee may have. 
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DISABLED AMERICAN VETERANS 


NATIONAL SERVICE and LEGISLATIVE HEADQUARTERS 
807 MAINE AVENUE. S.W. 

WASHINGTON. D.C. 20024 
(202) SS4-3S01 


DISCLOSURE OF FEDERAL GRANTS OR CONTRACTS 


The Disabled American Veterans (DAV) does not qiurenlly receive any money from any 
federal grant or contract. 

During fiscal year (FY) 1995, DAV received $55,252.56 from Court of Veterans Appeals 
appropriated funds provided to the Legal Service Corporation for services provided by DAV to 
the Veterans Consoitium Pro Bono Program. In FY 1996. DAV received $8,448.12 for services 
provided to the Consortium. Since June 1996, DAV has provided its services to the Consortium 
at no cost to the Consortium. 
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Phone (202) 554-3501 
Fax (202) 554-3581 

1981 

1975 

1996‘Current 

I992‘1996 


1990-1992 


1985-1990 


1981-1985 


807 Maine Ave. SW 
Washington, D.C. 20024 


EDUCATION; 

Juris Doctorate, University of La Verne. College of Law 

Bachelor of Arts, History and Political Science. University of New Mexico 

EMPLOYMENT: 

Deputy (National Legislative Director, Disabled American Veterans (DAV) 

Legislative Counsel, DA V 

Assist the National Legislative Director establish and implement legislative goals; prepare and 
present written and oral testimony to committees/subcommittees of the US Congress; meet with 
members of Congress and their staffs to advances the goals of the DAV and disabled veterans; 
meet with Department of Veterans Affairs (VA) policy makers to discuss issues; analyze proposed 
legislation and VA's budget and appropriation, including preparation of written recommendations 
for the Independent Budget for Veterans Affairs', prepare bulletins, memorandums and letters 
regarding grassroots lobbying efforts; and provide general legal advice to the DAV. 

Staff Counsel, DA V 

Reviewed and evaluated veterans' appeals forjudicial review; researched and applied legal and 
medical issues; prepared legal briefs and other legal pleadings; prepared and presented oral 
arguments; negotiated and settled cases. 

Attorney, Department of Veterans Affairs, Board of Veterans ’ Appeals 

Reviewed and evaluated veterans’ claims for appellate adjudication; applied governing statutes 

and regulations to the legal and medical facts presented; and prepared written decisions in each 

case. 

Attorney, Sole Practitioner 

Interviewed clients; researched legal issues; prepared legal pleadings; argued law and motion 
matters; and evaluated, negotiated and settled clients’ cases. 


ONGANIIATIONS AND AmUATIONS: 

Member, State of California and District of Columbia Bars 

Member, Presidential Delegation (POW/MlA’s)to Southeast Asia, March. 1996 

Co-chair, Veterans’ Appeals Committee, Federal Circuit Bar Assoc., 1992-1996 

Co-chair, Legislative Committee, Federal Circuit Bar Assoc., 1996-present 

Vice chair. Veterans’ Benefits Committee, American Bar Association. 1991 -present 

At-large board member. Veterans’ Law Section, Federal Bar Association. 1991-1992 

Life member. Disabled American Veterans, Chapter Commander. 1990-1991 

Life member. Veterans of Foreign Wars, Post Commander. 1984-1985 

Life member, 3d Marine Division Association, Chapter Secretary. 1986-1987 

Member, American Legion, Marine Corps League, and 2nd Bn. 4th Marines Assoc. 

Member, Knights of Columbus, Fourth degree 

Member, National Italian-Amerlcan Foundation. Council of 1000 

Member, Geriatrics and Gerontology Advisory Committee, Dept, of Veterans Affairs 

Board of Directors, Bowie Cable TV, 1992-1994 

Member, Bowie Cable TV City Council Advisory Comminee, 1989-1991 

Co-host, Veteran 's Forum, Bowie Cable TV, 1991-1 994 
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Testimony of Mr. Jef&ey S. Ford, 

Executive Director, National Gulf War Resource Center, 
before the 

U.S. House of Representatives Veterans Af&irs Committee 
February 11, 1997 

Mr. Chairman, Members of the Committee, 

I want to thank you for inviting me to testify today on behalf of the National Gulf War Resource Center on 
issues relating to the illnesses being suffered by the veterans of the Gulf War and my ctmcems over the 
conclusions reached by the Presidential Advisory Committee on Gulf War Veterans’ Illnesses. 

The mission of the Presidential Advisory Committee final report consists of: 

an evaluation of the governments response to Gulf War veteran’s illnesses; 

an evaluation of available data on the nature of Gulf War veteran’s illnesses; 

an evaluation of available data on the health effects of Gulf War risk &ctors. 

(Executive Summary) 

In it’s evaluation of the governments response, the report conclude, 

“Effective risk communication is essential to the government's credibility on Gulf War veterans' 
illnesses, but DOD and VA have not seriously attempted to educate veterans about health effects of 
service in the Gulf War or to establish a dialogue concerning research programs relevant to veterans' 
concerns. ’’(18) 

“Most DOD and VA outreach efforts concentrate on publicizing the clinical evaluation programs and 
then referring participants to them.’’ “..these efforts do not fully educate veterans or sufficiently build 
their trust that the government's efforts to help them are comprehensive.’’(14) 

“DOD and VA have not established clear pathways for veterans to provide feedback about clinical 
programs and/or about concerns regarding exposures; nor have they canvassed the Gulf War veterans' 
community regarding better methods of communication. It appears the only way in ^ch a veteran 
could provide feedback would be through contact with the clitrical persoimel at local VAMCs or 
military hospitals. This, however, does not appear to be a likely route for transmitting concerns to 
decision makers. ’’(15) 

We can assure you this is and has been a serious problem from the start. The report also concludes, 

“In such cases, trust, credibility, interaction, and commurrity involvement ate key to successful risk 
commlrtticatiot^but it is not clear whether DOD or VA will hve persotmel in place to conduct effective 
risk corrunumcation when finding .s ffom various reports are ready for dissetTtirration.’’(16) 

.“The outreach initiative of VA's Persian Gulf Family Support Program was an effective method of 
communicating information about Gulf War veterans illnesses particirlar the established govemnrent 
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clinical programs-to veterans. Reservists, National Guard members, and local communities. The 
program used trained, knowledgeable perscnnel in tbe field to”...’*debver specific infirrmatian directly 
to Gulf War veteraiis.”(18) 

“More than 2,800 outreach briefings were coiducted firr approximately 70,000 persons, and 
approximately 22,000 PGFSP outpatient visits wme made ^ veterans and &mily members 
nationwide. Funding for the program ended Sqitember 30, 1994. Some VAMCs continued to fund 
aspects of PGFSP, incoipoiating them into tbe finality's general budget. Most coordinators, however, 
returned to their original positions, and after the program ended, spouses and children had to contact 
Vet Centers to receive fiee counseling services.”(l 1) 

We recommend that the VA be given appropriate legislative authority and fiinding to deliver these 
services. 

In November of 1995 the PAC began visiting these VA and DOD medical facilities; 

VA Medical Center, Washington, DC (Reforral Center, Phases I and II) 

VA Medical Center, Durham, NC (Phases I and D) 

VA Medical Center, Houston, TX (Reforral Cotter; Phases 1 and II) 

VA Medical Center, Indianapolis, IN (Phases I and II) 

Naval Medical Center, San Di^o, CA (Reforral Center; Phases I and II) 

Walter Reed Army Medical Center, Washington, DC (Specialized Care Center; 

Phases I and II) 

Eglin Ar Force Base, Ft. Walton Beach, FL (Phase I) 

University of Louisville Medical Center, Louisville, KY (CCEP contractor for Fort 
Knox; Phases 1 and n)(21) 

By there very nature these are some of the better facilities treating Persian Gulf illnesses and does not 
reflect a true representation of the level of care nationwide. Yet, the PAC found serious problems even 
at these facilities. At one referral center it was noted that, 

“Delays of three months or more are not uncommoo”(22) And, 

“In contrast to the extensive knowledge of staff assigned directly to Gulf 
War-related programs, the knowledge level of staff not specifically assigned to the Ri^istry 
or CCEP at both VA and DOD medical fitcilities was pr^lematic. For example, the 
existence of the CCEP was largely unknown among staff at the VA fodlities we visited.”(24) 

“Clinical staff not directly involved in VA's R^istry and DOD's CCEP are not well informed about foe 
programs "(28) 
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“At the time of die Conunittee's site visits, some staff at tiie VA medical fidlities coaqilained 
they were receiving less information about the program from VA Central OtBce titan they 
felt they needed. ”(24) 

“VA does ccmduct periodic interactive video teleconference sessions on Gulf War health 
topics for clinical and social woric s taff] but tiiis format is designed for staff education, not as 
a formal, publicized mechanism of interaction with veterans and otiier members of the 
pubhc.”(15) 

“There have been scattered Crmtinuing Medical Education (CME) programs for 
DOD and VA medical fiicility staff about the government's Gulf War programs, but these 
are intermittent, usually limited to a single (fepartment, and not well attended. ”(24) 

In fact I personally attended the latest of the teleconferences and myself and a social worker 
from the Vet Center were the only ones to attend out of the entire staff of the VAMC in Kansas City. I 
was assured a tape of the latest conference was available in the VAMC library for staff to check onL 
To date I am the only person to have checked out the tape since it was aired in October of 1996, in fact 
neither the PG Registry coordinator at Kansas City nor Colombia, Missonri VA had seen it or cared 
to. 


The Committee fails to mention that many program coordinators also conduct Agent Orange as well 
as Compensation and Pension appointments and exams overbnrdening the often single individnal 
therefore GW Registry participants receive the least consideration. 

“The Committee heard pubhc comment at each meeting citing insensitive attitudes on the part of staff 
at both DOD and VA medical &cilities.”(24) 

“Frequently, these reports by veterans and their femilies centered on a dismissive or cynical approach 
to the veterans' problems-i.e., the message received was that problems were "not real" or "all in your 
head " Veterans who sought care after the Gulf War but before the establishment of the R^istry and 
CCEP appeared to suffer most from this treatment.”(24) 

We wish to know where are those veterans now and how can the VA hope to repair this breach of 
trust and encourage these veterans to return to the system. 

And then this most interesting comment from the committee, 

“Most facilities did not designate a separate clinic space for Phase I evaluations, seeking to 
mainstream participants as much as possible and reduce the possibility of symptom sharing. 

Some fecilities (e.g., VAMC, Durham, NC), have set aside specific clinic hours for the Gulf 
War evaluations and report no evidence of symptom sharing among their group of veterans. 

With the significant reduction in numbers of Gulf War veterans seeking evaluation, ail clinical 
spaces we visited are more than adequate to handle current demand. 

As was noted earlier, however, the extent to which this remains true is unclear, given recent heightened 
media attention to Gulf War illnesses . ”(23,24) 
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We wonder if the PAC assumes that over 100,000 ill Gulf War veterans from acrou the U,S. have 
shared dieir symptoms amongst themselves to conspire against the VA. From the first small group of 
Indiana veterans who came forward in 1992, a group that was dismissed as malingerers, until today, 
the symptoms reported have not changed. This seems to negate claims of so-called symptom sharing. 
This government trend of discounting reports from our own soldiers in hvor of reports from Iraqi 
deserters, foreign governments, U.N. officials and bureaucrats is disturbing. 

‘To conqilete its woifc on medical and clinical issues, the Committee assessed whether Gulf 
War veterans currently receive access to quality medical cate under programs established 
by the government for their cate. We specifically examined the availability of rqrroductive 
health cate because of the high degree of concern eiqnessed by Gulf War veterans and their 
fomilies in this regard. Finally, the historically important role of postcnfiict stress reactions 
on the health of veterans led us to give particular scrutiny to this issue.’’(20) 

“VA has no policies in place to systematically address the concerns of Gulf War veterans regarding 
reproductive health. "(26) 

“Both the Registry arrd CCEP ate treatment programs, not research protocols, brrt the data have been 
used to generate research hypotheses.”(21) 

“This Committee and others have judged the protocol to be an excellent tool for diagnosing 
illness.”(47) 

We must question then, what is considered to be a useful tool for rlealing the with undiagnosable 
illnesses? 

“Despite the general medical adequacy of the VA and DOD evaluation programs, foUowp 
treatment-particularly where men^ health visits are tnvolvedare problematic.”(25) 

“Follow-up treaCrrent of active duty veterans also is made more difiBcuh by command resistarrce to 
granting the necessary time off to maintain an adequate treatment program. This is tme for all chronic 
illnesses, but especially so for psychological diagnoses."(25) 

“Staffing constraints often result in long delays in schedtrling appointmertts in some specialties. 
Psychiatric staffing is particularly overloaded at some sites. ”(25) 

Yet, the PAC asserts that, 

“DOD arrd VA have itrtplemented innovative programs to help veterairs cope with combmelated 
stress.”(28) 

And finally, 

“The Committee found that, overall, high-quality health care is [being] provided.”(47) 
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“Ninety percent of separating active duty service members attend Transition Assistance Program 
(TAP) workshop briefings conducted jointly by DOD, VA, and DOL [Department of Labor], VA 
benefits briefings during the TAP workshc^ could be an effective method of outreach about DOD and 
VA programs for evaluating Gulf War veterans illnesses, yet there is no evidence th^ clinical 
programs receive mention.’’(17) 


Also, 


“It is plausible that briefings include information about DOD and VA clinical programs designed for 
evaluating Gulf War veterans and their fiunilies, but no evidence exists to suggest these programs are 
mentioned. ”(12) 

“In its coor dinat ed risk communication plan, DOD and VA should engage veterans service 
organizations as intermediaries-and include personnel in leadership positions, such as senior enhsted 
personnel (for active duty military) and state veterans' service ofBcialan the effort to establish an 
efficient information exchange process where veterans receive accurate information and the 
departments receive valuable feedback on clinical programs, health concerns, and communication 
efforts”(52) 

While we welcome the aspect of being a part of the decision making process, we also question if the 
PAC is recommending that veterans service organizations should conduct the outreach responsibilities 
of the Federal Government, if so, will the government offset some of the costs? How will the 
participating organizations be selected. 

“While VA and DOD have encouraged their principal investigators to convene and consult scientific 
advisory committees, they have not taken serious steps to encourage the formation and use of pubhc 
advisory comrmttees Although public advisory committees will be recommended for epidemiological 
studies recently funded by DOD and VA, their use is given low priority by program administrators. 

The Committee believes this practice is unfortunate because, as is evidenced by the experience of the 
Centers for Disease Control and 

Prevention (CDC), public advisory committees can greatly fecUitate incorporation of veterans' concerns 
mto study design, dissemination of results, and risk communication.”(47) 

“DHHS [Department of Health and Human Services}has historical strengths in public health (e.g,, 
CDC) that are brought to bear in this effort. However, except for the National Institute of 
Environmental Health Sciences, DHHS's many basic biomedical research intramural activities and 
extramural projects that could contribute substantial expertise to Gulf War health issues are 
penpherally involved m RWG's activities, if at all.” 

“Currently, stress is the nsk factor funded for the greatest fraction of total studie92 studies (30 
percent). Stress is not well understood in terms of diagnoses, physiological sequelae, and effective 
prevention and treatment strategies, yet it is likely to be an important contributing fornor to illnesses 
currently reported by Gulf War veteran ”(34) 

We find that since the majority of studies funded and neru'ly half the studies completed to date were 
stress related it’s not surprising the Committee found stress to be an “important contribnting factor.” 

It is also the subject area in which DOD and VA have provided the most information. 
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“DOD, DHHS, and VA should recommend their principal investigators use public advisory ctnmnittees 
in designing and executing q>ideiniological studies of Gulf War veterans' il]nesses.”(15) 

“Given that the Food and Drug Administratioa's (FDA) Interim Final Rule peiroittiDg a waiver of 
ioformed consent for use of unapproved products in a military exigency is still in effect, DOD should 
develop enhanced orientation and training procedures to alert service personnel they may be required to 
take drugs or vaccines not fully approved by FDA if a conflict presents a serious threat of chemical and 
biological warfare. ”(52) 

‘The Committee remains seriously concerned about the amount of timcurrently approaching six 
years-FDA is taking to open the process to public comment.”(27) 

We are also concerned that the FDA waiver process currently being used permitting DOD to evade 
legal safety requirements in the administration of experimental drugs, continues to place members of 
our armed forces at risk. 

“DOD's lack of response in this highly sensitive area contributes to the perception of many that U.S. 
troops were inappropriately subjected to investigational drugs or vaccines during the Gulf War.”(27) 

This perception does exist in the eyes of the Gulf War veteran community. As a result rumors 
and fact intermingle, further eroding the credibility of both DOD and VA. 

“DOD has made its congressionally mandated Persian Gulf Registry of Unit Locations available to 
government and private researchers, but the database lacks the precision and detail necessary to be an 
effective tool in the investigation of exposure incidrats. More to the point, the unit locator database has 
failed in its application to the single CW agent incident investigated by DOD in any detail to datce., 
Bunker 73 and the pit at Khamisiyah.”(29,30) 

‘ . the Committee concludes the unit locator has not proved to be a valuable tool for investigating 
exposure mcidents.(30) 

Therefore we believe it should not be used to determine service connection based on a veterans’ 
exposure at a “supposed” unit location. 

“In testimony and submissions to this Committee, DOD has taken the position that chemical agent 
exposures can be conflrmed only through physical symptoms. The Committee beheves this approach 
is analytically flawed and that medical symptoms should not drive a determination of presumed 
exposure/nonexposure , ”(4 1 ) 

“During the air wa**, the nearest U.S. personnel were in Rafiia, Saudi Arabimore than 400 km from 
Muhammadiyat and A1 Muthanna.”(39) 

Or less than 245 miles from Muhammadiyat and A1 Mutbanna depending on from what perspective 
you see it, as 1 was personally at Rafha during the air war. Even at these locations chemicals sensors 
were detecting low-level airborne quantities of chemicals warfare agents known to be stored in 
facilities bombed just hours before. 
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Yet, the PAC reports, 

"The Czech detections represent unrebutted evidence of the presence of CW agents at these sites, and 
low-level exposuro-at the detection sites-must be presumed.’X^l) 

“This inability to identify a source for the Czechdetected CW agents precludes modeling the range of 
exposures around the detection sites. CW agents also were not detected by U.S. troops sent to confirm 
the Czech finding s Currently, it is not possible to identify loWevel exposure of any U.S. troops 
associated with these two Czech detections .'’(4 1 ) 

“The best evidence available, indicates theaterwide contamination with CW agent &ilout fiom the air 
war is highly unlikely.”(40) 

“(The general population exposure is a threshold at which one would not expect to see characteristic 
signs and symptoms of CW agent exposure.)”(39) 


“And, some veterans have not received satisfacmry explanations for wartime incidents they believe 
involved chemical weapons, ”(39) 

The committee offers no hypothesis on where the agents repeatedly detected by the Czechs came from. 

“The Committee's review of U.S. Army hospital admissions records identified only one admission for 
anthrax (a disease mdigenous to the Gulf region) and none for botulinum poisoning. Stateside 
laboratory analyses also have not indicated BW agents were present in the KTO. Reports of dead 
animals that could have succumbed to biological warfore agents have been investigated by DOD, and 
the evidence does not unplicate biological warfere.”(38) 

“Finally, Iraqi officials have denied any use of biological weapons during Operations Desert 
Shield/Desert Storm.”(38) 

“Thus, the best evidence available to the Committee indicates U.S. personnel were not exposed to 
biological warfare agents during the Gulf War.”(38) 

“This conclusion is based on imperfect information. ”(38) 

According to the PAC, 

“DOD has conducted a superficial mvestigatioo of possible chemical warfore agent e?q>osures that is 
unlikely to provide credible answers to veterans' and the public’s questions .”(46) 

“To ensure credibility and thoroughness, further investigation of possible chemical or biological 
warfare agent exposures durmg the Gulf War should be conducted by a group independent of DOD.” 

Yet the Pentagon will continue to be the lead investigative agency. We question the Committees’ 
ability to provide credible answers in part because their report relies too heavily on information from 
agencies whose efforts have been criticized by the PAC as ‘^superficial” and ‘^inadequate” and because 
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it operates using consensus management This is a useful tool for looking at issues surrounding quality 
of VA care, but inappropriate for evaluating scientific research. In science, if several hypotheses are 
offered, it is more likely that one of them is accurate rather than a newly formed compromise 
hypothesis. Most of the individuals on the panel are unqualified in the sdtttific discq)liDes under 
consideration. In fact many are not scientists at all. Yet these individuab are drawing conclusions 
that have serious implications on the health and safety of our soldiers. 

Therefore we request that any further investigation be conducted independoit of any government 
agency and that all records and evidence the PAC now holds be turned over to Congress for a proper 
and open investigation. 

‘*DOD has made progress in improving medical record keeping ifltheater and stateside, but increased 
and sustained commitment from DOD's Joint Chieb of Staff and Commanders in Chief will be 
necessary for curroit prototypes and plans to be fiiUy and successfully int^rated and 
in^ lem«ited. ”(28) 

The PAC also notes, 


*"DOD officials at the highest echelons, including the Joint Chiefs of Staff and die Commanders in 
Chief, should assign a high priority to dealing with the problem of lost or missing medical 
records.”(52) 

We are concerned as well for all missing and or destroyed records concerning the Gulf War. As mai^ 
of these documents were classified, its seems appropriate that Congressional oversight hearings also 
be held on the disposition of the records. 

“The government should plan for further research on possible lon^enn healdi effects of low>level 
exposure to organophosphorus nerve agents such as sarin, soman, or various pesticides, based on 
studies of groups with welJcharacterized exposures, Depleted uranium munitions are likely to be used 
in future conflicts involving U.S. service personnel.”(54) 

“To fully elucidate the health effects of depleted uranium munitions, VA should conduct research that 
compares the health status of individuals with embedded fragments of DU shrapnel with appropriate 
control groups.”(54) 

Why does the VA leave radioactive shrapnel in its* veterans so they can be studied? 

What about the exposure to 350 tons of spent DU that we were exposed to, breathed in and ingested, 
when will we receive a whole body test? 

“Openness in oversight activities-including public access to information and veteran 
participation-public notice of meetings, opportunity for public comment, and regular reporting are 
essential. Full public accountability is critical. ”(55) 

"We reviewed the limited data regarding the likelihood or extoit of exposure to pesticides, chemical 
and biological warfare agents and the vaccines and drugs used to protect against them, endemic 


8 



395 


infectious diseases, depleted uranium, oitwell fire smdce and other petroleum products, and 
psychological aud physiological stress.”(S) 

“Available data are sparse. Generalizable conclusions about die nature and extent of illness will come 
only fiom populadon-based epidemiologic studies that will not be conqileted until well after this 
Committee disbands.”(5) 

“Our review of outreach, medical and clinical issues, research, and coordination resulted, principally, in 
findings and recommendations to help the government finetune its efforts. The notable exception to 
our generally positive report comes from our evaluation of the govemmenf s efforts to investigate 
possible exposures of veterans to chemical and biological warfore agents. In diis instance we intend our 
reconunendations to be constructive, but the Committee's findings are severe and unequivocal.”(S) 

“ . . .our recommendations are many, they are offered to improve the govenunent's 
generally commendable response. Their number and scope should not be viewed as a 
wholesale condermiation or cause for a conqrlete overhaul of the govenunent’s approach to 
addressing the health concerns of Gulf War veterans.”(SO) 

The Secretaries of DOD, DHHS, and VA head the Coordinating Board. The Coordinating 
Board's three primary missions are: 

• to provide all veterans the complete range of health care services necessary for medical problems 
that might be related to deployment in Operations Desert Shield/Desert Storm; 

.ias this has been done? No. 

• to develop a research program that will result in the most accurate and complete 
understanding of the types of health problems being experienced by Gulf War veterans. 

Has this been done? No. 

• veterans and the foctors that have contributed to these problems; and to develop clear and 
consistent guidelines for the evaluation and compensation of disabilities related to Gulf War 
service. (46,47) 

Has this been done? No. 

• The mission of the Presidential Advisory Committee final report consisted of, 
an evaluation of the governments response to Gulf War veteran’s illnesses; 

Was this done? Somewhat. 

• an evaluation of available data on the nature of Gulf War veteran’s illnesses; 
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Was this done. Much government data was considered, however, outside independent data did not by 
any means receive equal consideration. 

• an evaluation of available data on the health effects of Gulf War risk fectors. 

Has this been done? No. Six years after the war we still have no broad based epidemiological data on 
the nature of the illnesses suffered by the veterans and their families. 

Mr. Chairman, it is now six years since the Persian Gulf War. We now know that the veterans were 
exposed to a number of hazardous compounds which alone or in combination may be causing illnesses 
similar to those being reported. The government still does not accept that these exposures may have 
resulted in our illnesses and we are still debating whether or not the Pentagon is involved in a cover- 
up. 

It is time to move on. Time to presume that these exposures occurred. Time to initiate appropriate 
broad based epidemiological studies of our veterans and their families. Time to enlist the support of 
independent scientists and researchers concerned about curing disease. Not those who are more 
concerned about protecting their agencies bureaucratic interests. 

Finally, it is time that we stop investigating the investigation and move on to provide quality care to 
our veterans and a review of the safety measures we implement to protect those still on active duty. 

Mr. Chairman I thank you. 


Neither myself or the National Gulf War Resource Center, Inc. has received Federal grants or funds in the 
past two years. (Per relation) 


Reference Cited 

Presidential Advisory Committee on Gulf War Illnesses: Final Report 
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TESTIMONY OF DAVID TROY SMITH 
TO THE 

IJOUSE VETERANS' AFFAIRS COMMITTEE 
ON 

FEBRUARY 11, 1997 

GOOD AFTERNOON HONORABLE CHAIRMAN AND COMMITTEE MEMBERS . 
THANK YOU FOR THE OPPORTUNITY TO TESTIFY. 

I AM DAVID TROY SMITH, A FORMER UNITED STATES MARINE NCO WHO 
WAS HONORABLY DISCHARGED ON JULY 12, 1991, AFTER NINE YEARS OF 
SERVICE. THIS ENDED WITH 9TH COMM BN, 1ST{SRIG), SURVEILLANCE, 
RECONNAISSANCE, INTELLIGENCE GROUP IN OPERATION DESERT SHIELD AND 
STORM FROM AUGUST 10, 1990 TO APRIL, 1991. 

PRIOR TO DEPLOYMENT IN THE PERSIAN GULF, I PARTICIPATED IN THE 
MARINE CORPS ATHLETIC PROGRAM FROM 1986 THROUGH 1990. DURING THIS 
PERIOD I EARNED, FROM THE DEPARTMENT OF DEFENSE, FOUR CERTIFICATES 
OF ACHIEVEMENT FOR ATHLETIC ENDEAVORS AND SIX ALL-MARINE 
CERTIFICATES FOR WRESTLING, POWER LIFTING, AND TRACK AND FIELD; 
INCLUDING COMPETITION AT FOUR U.S. NATIONAL CHAMPIONSHIPS AND FIVE 
MILITARY NATIONAL CHAMPIONSHIPS. I MAINTAINED UNIT INTEGRITY WITH 
MICROWAVE COMMUNICATIONS AS A SENIOR NCO IN THIS MOS WITH A SECRET 
SECURITY CLEARANCE. MY CAREER BEGAN AS A MARINE SERIES HONOR 
GRADUATE. WITH THESE ACCOMPLISHMENTS BEHIND ME, I FELT MY PERSONAL 
MISSION IN THE UNITED STATES MARINE CORPS WAS COMPLETE. 

CIVILIAN LIFE LOOKED GOOD. I SECURED A JOB AS MANAGER OF A 
WORLD GYM IN NEW JERSEY WHERE I WON THE STATE POWER LIFTING 
CHAMPIONSHIP FOR 242 LBS. AFTER MOVING TO IDAHO, I SECURED A JOB 
AS WOODSHOP SUPERVISOR FOR AN INTERNATIONAL ARCADE GAME 
DISTRIBUTOR, ALL THE TIME TRYING NOT TO RECOGNIZE THE MEDICAL 
PROBLEMS--NOT WANTING THEM TO INTERFERE WITH MY OB JECTIVE- -THAT 
HAVING A WIFE AND CHILDREN WHO'S MOTHER COULD STAY AT HOME. 

NOW I SIT BEFORE THIS COMMITTEE A 32 -YEAR-OLD FATHER OF TWO, 
V.F.W. SERVICE OFFICER AND IDAHO STATE COMMANDER FOR THE DESERT 
STORM JUSTICE FOUNDATION. I AM OFFICIALLY BANKRUPT, TOTALLY 
DISABLED BY S.S.A., UNABLE TO RECEIVE VOCATIONAL REHABILITATION 
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FROM SSA AND VA, AND UNTIL RECENTLY, HAD NO COMPENSATION FROM THE 
VETERAN'S ADMINISTRATION! MY HOPE IS TO BRING TO LIGHT THE 
SUFFERING THAT MANY OF OUR UNITED STATES VETERANS CONFRONT DAILY 
AND THAT SOMETHING AS POWERFUL AS THIS COMMITTEE CAN AFFECT THE 
NECESSARY CHANGES TO ENSURE AGGRESSIVE TREATMENT AND COMPENSATION 
FOR ALL ILL VETERANS. 

THE TESTIMONY I AM GIVING IS A BRIEF HISTORY OF THE PAST FIVE 
YEARS IN MY BATTLE WITH THE VETERANS ADMINISTRATION. SOME 
SIGNIFICANT PEOPLE ARE SENATOR KEMPTHORNE'S OFFICE, CONGRESSWOMAN 
CHENOWETH, THE AMERICAN LEGION AND IT'S GULF WAR TASK FORCE, 
ESPECIALLY MR. CARROLL WILLIAMS, AND ART BREST FOR BRINGING THE 
PROBLEMS TO THE ATTENTION OF THE VA CENTRAL OFFICE IN WASHINGTON, 
D.C.-- WHO NOW ARE AWARE OF THE PROBLEMS AND HAVE WORKED QUICKLY TO 
RESOLVE THE SITUATION. 

DURING MY DEPLOYMENT TO THE PERSIAN GULF, I WAS WEIGHED ON A 
FREIGHT SCALE TO VERIFY THAT MY WEIGHT WAS 263 LBS. HOWEVER, 
WITHIN TWO WEEKS OF THE GROUND WAR I DEVELOPED HIGH FEVER, 
DIARRHEA, AND A SEVERE WEIGHT LOSS WHICH ENDED IN A 24 -HOUR LOSS 
OF CONSCIOUSNESS AND WHEN I AWOKE MY SLEEPING BAG WAS SOAKING WET. 

I WAS FACE DOWN AND HAD DEFECATED ON MYSELF. THIS INCIDENT CAME 
WITHIN 72 HOURS OF BEING FORCED TO RECEIVE INJECTIONS FROM THE 
BATTALION AID STATION (BAS) WHERE THEY TRIED TO FORCE ME TO SIGN A 
FORM THAT STATED : "BY SIGNING THIS FORM YOU RELIEVE THE U.S. 
GOVERNMENT OF ANY POSSIBLE SIDE EFFECTS OF THIS MEDICATION." 

WHEN I DEPARTED THE PERSIAN GULF IN APRIL, 1991, THE BOWEL 
PROBLEM WAS SPORADIC AND MY WEIGHT WAS RETURNING TO NORMAL. I 
RETURNED TO THE UNITED STATES AND BEGAN PROCESSING FOR DISCHARGE. 
HOWEVER, THIS WAS DELAYED WHEN I WAS PLACED ON MEDICAL HOLD FOR 
STOMACH PROBLEMS. DURING THE INTERNAL MEDICINE CONSULT AT CAMP 
PENDLETON CA, IT WAS DETERMINED THAT IT COULD TAKE THREE MONTHS 
LONGER. TO ME THAT DID NOT SEEM SOMETHING A MARINE SHOULD DO. 
THIS WAS CONVEYED TO THE IM DOCTOR WHO ASSURED ME THAT IF I CHOOSE 
TO DISCHARGE THAT IT WOULD BE NOTED ON MY FINAL PHYSICAL AND IN MY 
MEDICAL RECORDS. I WAS ASSURED THAT THE VA WOULD TAKE CARE OF MY 
PROBLEMS SO LONG AS IT WAS DOCUMENTED. I AGREED TO GO TO THE VA 
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UPON DISCHARGE AND WAS RELEASED FROM MEDICAL HOLD BECAUSE THIS 
PROBLEM DIDN'T SEEM LIFE THREATENING, AND MY WEIGHT HAD RETURNED TO 
A POINT OF 255 LBS. I RETURNED TO MY UNIT AND FINISHED MY 
DISCHARGE PAPERWORK AND WAS TOLD THAT MY MEDICAL RECORDS WOULD BE 
OBTAINED BY THE VA ONCE I SOUGHT TREATMENT. 

HAVING BEEN DISCHARGED IN JULY, 1991, I WAS EAGER TO GET ON 
WITH MY NEW LIFE. ALTHOUGH MY MEDICAL PROBLEMS BECAME MORE 
BOTHERSOME, I FELT AS A MARINE THAT HEADACHES AND DIARRHEA WERE 
TRIVIAL PROBLEMS TO BOTHER A DOCTOR FOR. BUT I WAS ADVISED BY AN 
AMERICAN LEGION POST COMMANDER AND VIETNAM VETERAN THAT THE MEDICAL 
PROBLEMS NEEDED TO BE DOCUMENTED BY THE VA . A NEW JERSEY STATE 
SERVICE OFFICER ARRANGED MY FIRST EXAMINATION WITH THE VA MEDICAL 
SYSTEM AT EAST ORANGE, N.J., IN SEPTEMBER, 1991 -- LESS THAN THREE 
MONTHS AFTER MY DISCHARGE. WHEN I ARRIVED FOR MY VISIT TO THE 
DOCTOR, IT TURNED OUT TO BE A COMPENSATION AND PENSION EXAMINATION. 
DURING MY EXAMINATION, THE DOCTOR FOUND NO REASON FOR THE HEADACHES 
BUT RECOMMENDED I SEE AN OPHTHALMOLOGIST AS PART OF THE 
EXAMINATION, WHO DETERMINED THIS WAS THE CAUSE OF MY HEADACHES, AND 
A PRESCRIPTION FOR GLASSES WAS ISSUED. 

IN JUNE, 1992, I RECEIVED A LETTER AND CHECK FROM THE V.A. FOR 
10% SERVICE -CONNECTED DISABILITY FOR HYPERTENSION, AND BACK PAY TO 
JULY, 1991. THE RATING SxmPRISED ME AS NONE OF THIS WAS CONVEYED 
TO ME IN THE MEDICAL VISIT WITH THE DOCTOR, YET I ASSUMED THAT THE 
VA MUST KNOW WHAT THEY ARE DOING. 

IN SEPTEMBER, 1992, I SOUGHT TREATMENT AT WALLA WALLA, WA VAMC 
BECAUSE AT THIS TIME THE BOWEL PROBLEM HAD TURNED INTO EXPLOSIVE 
DIARRHEA THAT MANIFESTED WITHOUT WARNING AND THE HEADACHES WERE 
SEVERE. I WAS SEEN BY A PHYSICIAN'S ASSISTANT WHO PRESCRIBED 
SALSANTE AND LOMOTIL. THE PROBLEMS CONTINUED AND I WAS ASSIGNED A 
PRIMARY PHYSICIAN. FROM SEPTEMBER, 1992, THROUGH JULY, 1994, I 
UNDERWENT NUMEROUS CONSULTATIONS WITH MENTAL HEALTH, OPHTHALMOLOGY, 
NEUROLOGY AND GASTROINTESTINAL; ALL WITH VARYING DIAGNOSIS FROM 
PTSD, HYPERTHYROIDISM, RAPID TRANSIT AND POST CONCUSSIVE HEADACHES, 
YET NONE WERE FOLLOWED UP BY MY PRIMARY CARE PHYSICIAN. DURING 
THIS TIME I UNDERWENT TWO COMPENSATION AND PENSION EXAMINATIONS AND 
THESE NOTED VARYING PROBLEMS. RESULTS WERE RECEIVED IN JULY, 1994, 
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FROM THE PERSIiUl GOLF REGISTRY PHYSICAL WHICH STATED: CHRONIC 
DIARRHEA ETIOLOGY UNKNOWN AND CHRONIC JOINT PAIN DESPITE LACK OF 
FINDINGS. THIS WAS THE LAST I HEARD FROM THE MEDICAL SIDE, YET 
MENTAL HEALTH ENCOURAGED ME TO ATTEND PTSD GROUP THERAPY. I DID 
NOT SEE THE NECESSITY FOR THERAPY BECAUSE FLASHBACKS, BAD DREAMS 
AND PROBLEMS ADJUSTING TO THE CIVILIZED WORLD WERE EXPECTED. 
FINALLY, IN SEPTEMBER, 1994, I COLLAPSED ON MY KITCHEN FLOOR TOO 
WEAK FROM THE SUDDEN PAIN AND DEFECATED ON MYSELF. MY WIFE FOUND 
ME AND BECAME VERY CONCERNED. THROUGH THE INTERVENTION OF SENATOR 
KEMPTHORNE'S OFFICE, I WAS GIVEN A MEDICAL APPOINTMENT WITHIN 24 
HOURS AT WALLA WALLA VAMC FOR REFERRAL TO WEST LA VAMC PERSIAN GULF 
WORKUP CENTER. ONCE I WAS INFORMED MY REFERRAL WAS IN PROCESS, I 
BECAME CONCERNED AS TO WHAT WAS EXPECTED IN WEST LOS ANGELES AND 
HOW WOULD I SUPPORT MY WIFE AND TWO CHILDREN. UPON CONTACTING THE 
WALLA WALLA PERSIAN GULF COORDINATOR, HER RESPONSE WAS, "I COULD 
TRY APPLYING FOR WELFARE OR GO TO CHURCH, FAMILY AND/OR FRIENDS." 
I THEN CONTACTED MY REFERRING NURSE AND SHE DID NOT KNOW ANYTHING 
SO I WAS GIVEN THE NUMBER TO CONTACT THE PROGRAM DIRECTOR'S OFFICE 
IN WEST LA. THE INFORMATION HE CONVEYED WAS QUITE DISTURBING. HE 
TOLD ME THIS WAS A TEACHING HOSPITAL AND THERE WAS NOTHING THEY 
COULD DO FOR ME EXCEPT TRY AND DIAGNOSE MY MEDICAL PROBLEMS AND 
GATHER INFORMATION TO HELP OTHER GULF WAR VETERANS AND REFER ME 
BACK TO MY LOCAL V.A. HOSPITAL FOR TREATMENT. THIS IN MIND, I 
PREPARED TO DEPART, FIRST TAKING AN UNPAID MEDICAL LEAVE OF ABSENCE 
FROM MY POSITION. SECOND, I HAD TO ACQUIRE A MEDICAL AND GENERAL 
POWER OF ATTORNEY AND LIVING WILL. I THEN PACKED UP MY WIFE AND 
NEWBORN SON AND HEADED TO CALIFORNIA FOR WHAT WAS SUPPOSED TO BE A 
14-21 DAY STAY IN THE HOSPITAL. 

UPON ARRIVAL TO WEST LA VAMC ON OCTOBER 25, 1994, I 

IMMEDIATELY BECAME AWARE OF WHAT A TEACHING HOSPITAL WAS ABOUT. 

THE PROBLEMS I WAS FORCED TO DEAL WITH DURING MY ACTUAL 3 9 -DAY STAY 
WERE NUMEROUS. A GOOD PORTION OF THE STAY I MAINTAINED A JOURNAL 
TO TRACK WHAT WAS HAPPENING. MY ROOMMATE WAS A 30-YEAR RETIRED ARMY 
SGTMAJ WHO WAS DYING OF CANCER AND HE INSTILLED A VERY STERN 
WARNING TO WATCH THE VETERANS ADMINISTRATION FOR PTSD THERAPY AND 
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ANY KIND OF NARCOTIC PAIN KILLERS. FROM THAT POINT MY EYES WERE 
WIDE OPEN. AT ONE POINT, MY WIFE HAD TO SEE THE DIRECTOR OF THE 
MEDICAL CENTER JUST TO HAVE THE DIETARY INSTRUCTIONS OF THE DOCTOR 
FOLLOWED. PRIOR TO MY DISCHARGE, I ASKED THE CHIEF OF 
ADMINISTRATIVE MEDICINE IF HE WOULD PLEASE GO THROUGH MY MEDICAL 
RECORDS WITH ME SO AS TO HELP ME UNDERSTAND MY MEDICAL CONDITION. 

ON DECEMBER 2, 1994, I WAS DISCHARGED WITH SEVEN NOTED MEDICAL 
PROBLEMS AND NINE MEDICATIONS RANGING FROM MORPHINE TO 
PROZAC. THE LAST THING I DID WAS GO TO RECORDS AND SIGN A RELEASE 
OF INFORMATION FOR A COMPLETE COPY OF ALL MEDICAL RECORDS ONCE THEY 
BECAME AVAILABLE. AGAIN, SENATOR KEMPTHORNE WAS INVOLVED JUST TO 
GET THE RECORDS TRANSFERRED AND MY COPY OF THE RECORDS WHICH 
CARRIED A STAMP THAT STATED: “THESE DOCUMENTS OR RECORDS (OR 
NFORMATION CONTAINED HEREIN) ARE DEEMED CONFIDENTIAL AND PRIVILEGED 
UNDER PROVISIONS OF 38 U.S.C. 3305 AND VA REGULATIONS 6500 THROUGH 
6540. WHICH PROVIDES FOR FINES UP TO S20.000 FOR VIOLATIONS . " 

UPON ARRIVAL BACK AT WALLA WALLA VAMC DECEMBER 8, 1994, WE 
HAD ANTICIPATED SOME PROBLEM ARRIVING BACK WITH ONLY A SINGLE 
DISCHARGE PAPER AND A PRIMARY PHYSICIAN WHO DID NOT THINK THAT I 
WAS SICK, AND PREVIOUS VERBAL CONFRONTATIONS WITH THE NURSE AND 
DOCTOR. I WAS MET BY A NURSE WHO TOLD ME THE ONLY THING THAT COULD 
BE DONE WAS TO SCHEDULE AN APPOINTMENT FOR 30 DAYS FROM NOW, 
JANUARY 8, 1995. I THEN INQUIRED ABOUT MY MEDICATIONS WHICH WOULD 
EXPIRE ON JANUARY 1, 1995, AND WAS ASSURED IF I CALLED IN THE 

PRESCRIPTIONS ONE WEEK PRIOR THEY WOULD BE REFILLED. WHAT SHE DID 
NOT SAY, HIS WAS AT THE DOCTORS DISCRETION. WHEN I RETURNED ON 
JANUARY 8, 1995, TO SEE MY PRIMARY CARE PHYSICIAN, MY RECORDS 

SUPPOSEDLY HAD NOT ARRIVED FROM WEST LA VAMC AND HE DID NOT AGREE 
WITH THE FINDING OF WEST LA HOSPITAL. THIS WAS HIS REASON FOR NOT 
RENEWING SOME OF THE MEDICATIONS. THE PROBLEM WITH HIS STOPPING 
MY MEDICATION FOR MORPHINE WITHOUT ANY WARNING WAS I HAD BEEN ON 
THIS STRONG NARCOTIC FOR TWO MONTHS. NEEDLESS TO SAY, MY 
WITHDRAWALS MERE QUITE UNPLEASANT. I CALLED DR. RONALD HAMM, WEST 
LA TO ASK FOR ASSISTANCE IN PROCESSING MY MEDICAL RECORD BECAUSE 


TREATMENT WOULD NOT CONTINUE UNTIL MY COMPLETE FILE WAS PRESENT. 
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HE ASSURED ME THAT THE RECORDS WERE IN ROUTE TO WALLA WALLA VAMC 
AND THE ONLY THING HE COULD DO WAS OFFER ME A DETOXIFICATION CENTER 
IN WEST LA. FEBRUARY 5, 1995, IS THE LAST TIME I SAW MY PRIMARY 
CARE PHYSICIAN BECAUSE HE FELT THERE WAS NOTHING ELSE THAT HE COULD 
DO FOR ME. MENTAL HEALTH CONTINUED TO OFFER TREATMENT AND I SELF- 
ADMITTED ON OCTOBER 2, 1995, DUE TO PERIODS OF MEMORY LOSS 
ACCOMPANIED BY VIOLENT ACTS. DURING THIS HOSPITAL STAY, I RECEIVED 
GROUP THERAPY ONCE A DAY FROM A NURSE AND NO OTHER TREATMENT EVEN 
THOUGH MORE WORKUPS WERE ORDERED. THE LAST TIME I RECEIVED 
ANYTHING FROM THE WALLA WALLA VA, WAS A LETTER TELLING ME THAT I 
WAS NOT ELIGIBLE FOR TREATMENT UNTIL SERVICE CONNECTED FOR MEDICAL 
PROBLEMS WAS ESTABLISHED. PTSD THERAPY WASN'T AVAILABLE ON FEE 
BASIS DESPITE THE 220-MILE ROUND-TRIP TO MY LOCAL VA HOSPITAL, BUT 
I COULD TRY THE SPOKANE VAMC. I TRIED TO SEEK TREATMENT AT THE 
SPOKANE, WA VAMC BUT ENDED WITH "THE SAME RESULTS- -NO TREATMENT 
UNTIL SERVICE CONNECTION IS ESTABLISHED. A PRIVATE DERMATOLOGIST 
WROTE A LETTER STATING THE DIAGNOSIS OF A BIOPSY TAKEN FROM LESIONS 
THAT HAD MANIFESTED ON MY FOREHEAD AND EYES. THIS PROMPTED A 
REFERRAL TO SEATTLE VAMC INFECTIOUS DISEASE CLINIC FROM MY PRIMARY 
CARE PHYSICIAN AT WALLA WALLA VAMC WHO STILL TO THIS DATE, FEBRUARY 
11, 1997, I HAVE NOT SEEN FOR ANY MEDICAL EXAMINATION. 

TN CLOSING; THE CHANCE TO PRESENT MY STORY BEFORE THIS 
COMMITTEE IS AN HONOR AND PRIVILEGE, YET I HAVE CONSIDERABLE 
CONCERNS THAT IT TAKES A HEARING BY THIS HOUSE COMMITTEE TO SHED 
LIGHT ON THE PROBLEMS THAT THOUSANDS OF VETERANS ARE ENCOUNTERING 
DAILY AFTER SERVICE TO THIS COUNTRY, MUCH LIKE MYSELF WHO CLEARLY 
NEEDED HELP TO ACQUIRE MEDICAL ATTENTION. THIS, FROM A SYSTEM THAT 
WAS ESTABLISHED, AS ABRAHAM LINCOLN STATED: "TO CARE FOR HIM WHO 
SHALL HAVE BORNE 'THE BATTT.E. AND FOR HIS WIDOW AND HIS ORPHAN." 

AGAIN, THANK YOU FOR THE OPPORTUNITY TO APPEAR BEFORE THIS 


COMMITTEE --IT WAS AN HONOR. 
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Statonent 

of 

Derek E. Davis 
before the 

Committee on Veterans Affairs 
House of Representatives 
February 11, 1997 


Mr. Chairman and Members of the Committee: 

My name is Derek Davis . As a veteran of the 
Persiaun Gulf War, I appreciate the opportunity to 
testify today. 

service in the Gulf was as commander of the Army 
National Giuard's 276*^ Military Police Company. My 
company was deployed to the Gulf in February 1991, after 
approximately a month' s medical screening and final 
training at Fort Meade, MD. Our pre-deployment medical 
screening was very thorough (much more so than at 
separation after returning from the Gulf) , and several 
men did not deploy because of health problems that were 
uncovered. Those who left for Saudi were in excellent 
health and top physical shape. Ours was a cracker- jack 
company which had served earlier overseas with 


distinction. 
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company's xtission in Saudi Arabia was to provide 
security for a large amiminition supply point (ASP 
Quarry) in a desert area approximately ten miles from 
Khobar. The c^uDp area where my company bunked emd took 
our meals was just downhill from the munitions storage 
area. Within the first weeks after getting in-country 
in February, I became aware that several of my men were 
becoming ill, with difficulty in breathing, r\inny eyes, 
and diarrhea. Several men were hospitalized. Because 
of suspicions that living and working full time in close 
proximity to the munitions storage area had something to 
do with these illnesses, I requested a change in the 
location of our camp area and reoommended the 
establishment of rotating duty shifts to cover the 
security requirement. These recommendations were 
accepted. I also asked headquarters to conduct a survey 
of the site to see what was wrong. An environmental 
assessment was conducted and on May 15, 1991, I received 
a copy of a memorandum, which I ask be placed in the 
record, which stated that this site (ASP Quarry) "has 
now been identified as containing significant 
respiratory hazards, both in the form of toxic gase8...and 
various airborne particulates." The memo, from a 
headquarters physician, made reference to a protective 
mask which had been found successful in filtering out 
particulates, and stated "[I]t is vital that a 
protective mask of the above type be made available to 
every soldier who will be on duty in A.S.P. Quarry...." 
Many of my men were alarmed by the issuance of these 
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masks, but we wore them while on seourity rotations, tfy 
request to my brigade commander for a copy of the 
environmental report received no response. (See copy of 
memo, to be placed in the record) . I do not have 
personal knowledge of what we may have been exposed to 
at ASP Quarry, but in attending a very high level 
meeting at a later date I heard a conversation among 
high-ranking officers that indicated that 
unconventional, highly classified ordnance was among the 
ordnance stored there. 

My cospany' s experience in Saudi also included 
ntimerous warnings of SCUD launches. After many false 
alarms, my men had become more relaxed about the loud 
warnings, "SCUD launch". But we were less than a mile 
from the SCUD that killed 23 men; I was relatively 
lucky, I only sustained a oonoussion in seeking cover 
from the clearly visible incoming rocket. The injury 
led to total loss of hearing in one ear. 

I am proud of my service in Saudi, and of the 
Bronze Star and Army Commendation Mhdal I received for 
that service. I am convinced, however, that something 
(other than my hearing loss) happened to me and to 
nunOjers of my men in the Persian Gulf. I began to have 
problems almost as soon as I returned to the States. I 
couldn't pinpoint a cause, but I had difficulty 
sleeping, difficulty in breathing, was constantly 
fatigued, had joint pain, memory loss, and stomach 
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pxobl«ms. X had had none of these problems before 
serving in Saudi. 

I have been a relatively high-aohiever, and before 
my Biilitary service, I ooBg>leted college studies earning 
a B.A. degree from the University of Maryland. 1 was 
imprepared, however, to deal with the health problems I 
experienced after returning from Saudi Arabia, and I 
regret that I turned to alcohol to mask the pain. (Only 
after serious family problems did X stop drinking, and 
have been active in AA since 1993) . health problems 
did not improve, and finally, with the establishaient of 
the VA's Registry program several years later, X turned 
to the VA. I was evaluated extensively by the VA 
Medical Center in Washington, D.C., and later by Walter 
Reed Army Medical Center. These evaluations, which 
included extensive testing during a period of VA 
hospitalisation, led to my being diagnosed as suffering 
from sleep apnea, fibromyalgia, degenerative joint 
disease, and PTSD. 

1 especially want to acknowledge that X have gotten 
a lot of help from the VA medical center' s PTSD program, 
and X have very high regard for their clinical staff. 
They have helped me cope with what X'm going through. X 
continue to be under treatment from VA, and receive 
SMdioation. My other medical problaais still give me a 
lot of trouble, though. X have almost come to accept 
that if VA and Walter Reed hmvm been unable to resolve 
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these problems, that they are not likely to get better, 
and I will have to learn to live with them. 

As one who served in war for his country and, I 
believe, became sick as a result, I do expect that those 
who work to assist veterans will be enpathetic, and give 
me some special consideration. Many VA cliniciems euid 
staff have done just that, and I do want to acknowledge 
that. For exaaple, when I have had problems there, the 
VA' s patient advocate at the Washington VA medical 
center has "junped on it" and resolved them. But there 
have been frustrations. 

If it is not possible to cure my health problems, I 
believe the Government should acknowledge that they are 
due to military service, and provide appropriate 
condensation benefits and vocational rehabilitation 
(because it is increasingly difficult with my joint 
pains to work at a job that requires me to stand all 
day) . Unfortunately, I've had a lot of problem getting 
favorable action, or any action, on my claim for 
service-connection, which I first filed years ago. Even 
my hearing loss, which is documented in my military 
medical records in 1991, has yet to be adjudicated as 
service-connected . 

While the many physicians that have treated or 
evaluated me have generally been concerned, a few seemed 
like they were just going through the motions. In one 
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particularly upsetting case, a psychologist at Walter 
Reade wrote a statement in my medical records to the 
effect that I might be faking synptoms. It was also 
\insettling to have to wait about four months to undergo 
VA testing for a severe sleep disorder. The negative 
experiences I have had as a patient - such as long waits 
to discuss my case with a physician, an error in my 
medication, and being billed in error for care that was 
supposed to be free — may seem trivial , but after years 
of battling these health problems, even small issues 
become large. 

In closing, let me say that I am testifying not 
just for myself, but for the many others who are also 
hurting. Although I am not the man I was when I left 
for Saudi Arabia, many of my troths are still looking to 
me to take care of them. I hope this Committee will 
help me help them. 


Th2Uik you. 
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DEFARSMEKI OF THE ARHX 
276th ItlLITARY POLICE COMPANY 
APO NEW YORK 09616-5000 


MPBN-AB-P 
MEHORANDUM THRU 
FOR 


28 MAY 1991 

CQnmt arrtpr A OOth U ilit aa rv Pollea - ComB X PW) 

Commander 800th Military Police Brldage 




SUBJECT: Environmental. Report 

1. On aever:^ occasalon this command requested a copy of the results of the 
survey that was conducted by your staff. 


2. An alpha roster of personnel assigned to this company was provided to be 
attached to the report. 1 was Informed by your staff that the report has 
been completed and awaiting signature and 1 was to check back am> that your 
staff would dellever. the document. 


3. Today, 1 was Informed that the report has been packed away and that it 
would be forwarded to us after returning to CONUS. 

4. This report is necessary for future reference regarding hazardous 
conditions that my personnel were exposed to while performing their daily 
duties. The conditions in which they worked may have long lasting effects 
on their health. Several members of this command have been hospitalized or 
placed on quarters for respirtory complication. 

5. The report would serve as a reference document that we were linked to 
the conditions surveyed and highlighted in your report for future health 
problems that may arise and may facilitate the use of medical benefits 
and facilities. 


6. POC will be the under sign at either Khobar Towers, Bldg 206 , 4th Floor 
or 276th MP Co, ANS , Stop 23, Bldg 351, Washington, DC 20315-0351, comm 
202-433-2475, Autovon 288-2437. 



DEREK E DAVIS 
CPT, MP 
Commanding 
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PSYCHOLOGICAL EVALUATION 
DAVIS, DEREK 
February 16,1996 

The patient is a 40 year old male who was referred for Phase 
II evaluation. His initial complaint was of chronic 
fatigue, muscle weakness, SOB, and vision problems, but he 
also noted that he had been diagnosed as having PTSD. 

He complained of sleep trouble, irritability, and 
depression. He noted that he has been in AA for a year, but 
drank approximately one pint of liquor per day from 1991- 
1994. The patient endorsed vague cognitive complaints. The 
patient left many items blank when the MMPI 2 was completed. 
When this was pointed out to him he behaved in a somewhat 
hostile manner. 

Results of the MMPI 2 completed by the patient were invalid 
due to the extremely high number of items suggesting 
pathology which were endorsed by the patient. Similar 
profiles are obtained by patients attempting a "cry for 
help' ' , or those exaggerating difficulties in order to 
obtain some form of compensation. Intentional feigning of 
difficulties cannot be ruled out in this case. The nature 
of possible actual Axis 1 or II pathology cannot be verified 
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Testimony of Carl E. Wickline 
TO THE 

House Veterans' Affairs Committee 
Presidential Advisory Committee on Gulf War Veterans' Illnesses 

ON 

February 11. 1997 


The issue of treatment and diagnosis of illnesses contracted by service members while 
serving in Operations Desert Shield and Desert Storm have raised a variety of pertinent 
problems within the Veterans Administration health care programs. The issue most 
urgently in need of attention is that of diagnosis and system wide treatment protocol. 
Second is that of compensation and continued long term treatment programs. 

My own experiences within the Veterans Administration are an excellent example 
which support my previous statement. I was recently asked to summarize my dealings 
with the Veterans Administration concerning the treatment of a variety of 
unexplainable medical symptoms which became noticeable shortly after returning from 
the Gulf, Please bear in mind that the observation and subsequent conclusions which I 
have drawn contain many of my own opinions. They are, quite simply, my own 
opinions. I am not a medical professional by any means. I am, an educated man, a 
functioning member of society, taxpayer, voter business man and honorable discharge 
United States Marine. As such, it is not unreasonable to expect to be treated with the 
care and respect which I feel has been earned by the thousands of (sick?) veterans 
risked their lives and returned home after service in the Gulf War. 

I would like to state up front that I understand the tremendous responsibility that is 
upon the Veterans Administration each day. I commend the dedicated group of 
medical professionals who apply themselves on a daily basis to the health care of 
veterans throughout the United States. 

My first contact with the Veterans Administration came shortly after being discharged 
from service. In September 1993, I filed a claim which cited both military medical 
records and discharge physical as support for my application for disability benefits due 
to this "syndrome" which has been so hard to diagnose and treat. Symptoms at that 
time included chronic nausea and vomiting, severe headaches, chronic fatigue, sleep 
disorders, night sweats, memory/concentration problems, immune system breakdown, 
severe depression and uncontrollable mood swings. 

My claim dated September 1993 was denied less than a year later. I subsequently 
filed a new claim dated March 1995. This claim is still "pending" a VA ratings board in 
Nashville, Tennessee. Initially the complaints of these symptoms were overlooked 
while I was referred to Mental Health for evaluation and treatment for depression. 
Several attempts were made to go through the outpatient clinic at the Lexington, 
Kentucky VA hospital. On each occasion I came in complaining of the same symptoms 
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with similar results each time. Attempts were made to alleviate the symptoms with 
medication. Most of these attempts were unsuccessful or temporary at best. Basic 
blood tests have been done but any actual research or in depth testing has been 
overlooked. Neurological workup was done with no conclusive results. At this time I 
was referred back to Mental Health. 

It seems that I end up in the same place each time I attempt to contact the VA 
concerning my illness. Mental Health must be the dead end of all cases which the VA 
has no knowledge or interest in treating. I have been prescribed three different anti- 
depressants and a seizure medication; none of which have had any effect other than to 
increase fatigue and gastrointestinal problems. I must say that the Mental Health unit 
in Lexington, Kentucky has some wonderfully dedicated doctors who provided some 
much needed counseling. However, they were no help in the treatment of the 
mysterious symptoms of which I have suffered for nearly six years now. 

My most recent visit to the VA was December 16, 1996 in Oklahoma City, Oklahoma. 
At this meeting I provided the doctor with a complete list of symptoms, exposure 
iistings, test results from several professional medical laboratories, as well as doctors 
diagnosis, I also specifically request treatment for Gulf War Syndrome, I was told by 
this doctor that he was not interested in seeing any of the documentation which I had 
provided. I was also told that research and treatment for Gulf War Syndrome was not 
available to me at this time. I was told that he did not have time to look at my 
paperwork and that I was obviously suffering from depression and possibly 
hypertension. After which I was prescribed an anti-depressant and a stomach 
medication. A return appointment and basic blood work have been scheduled for 
February 1 997. 

I would have considered this episode to have been, at best, a simple oversight had I 
not encountered similar incidents on several occasions throughout my dealings with the 
VA healthcare system. Once again I find myself in the same spot in which I always 
seem to find myself. The issues have once again been side-stepped and I still suffer 
from the same symptoms for which I have seen no honest attempts toward diagnosis 
or treatment. 

Thank you for your time and attention to this matter. I hope to see this situation 
resolved in the near future: however, I fear that mine is not an isolated case and the 
wheels turn slowly. 


39-303 97 - 14 
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The National Military and Veterans Alliance sincerely appreciates the opportunity to testify 
today on this Important Issue. This hearing, following the report of the 
Presidential Advisory Committee and other recent revelations, Is especially timely. The 
Alliance salutes the Distinguished Chairman for scheduling and holding a full-committee 
hearing on this important, perplexing and highly emotional Issue. 

This tesdmony has been endorsed by and Is presented on behalf of the Nadonal Military and 
Veterans Alliance (NMVA), hereafter referred to as The Alliance. The Alliance is comprised 
of nadonally prominent military and veterans organizations who collectively represent over 
3 million members of the seven uniformed services - officer, enlisted, active-duty. National 
Guard and Reserve, redred and veterans plus their families and survivors. 

The Alliance organizations endorsing this testimony and for whom It Is being presented are; 
American Military Retirees Association; American Retirees Association; Air Force Sergeants 
Association; Korean War Veterans Association; Military Order of the Purple Heart; National 
Association for the Uniformed Services; Naval Enlisted Reserve Association; Naval Reserve 
Association; Non Commissioned Officers Association of the USA; and the Veterans of 
Foreign Wars. 

The Alliance wishes to begin Its testimony with a restatement of the position that The 
Aillance has held since the time It became obvious that many Persian Guif War veterans had 
serious Illnesses. 

In those earlier days, it was painfully apparent that significant numbers of Persian Guif War 
veterans were experiencing conditions and symptoms that suggested a possible link to their 
service in the Persian Gulf Theater. The Alliance took the position that aggressive scientific 
research must be undertaken. Additionally, The Alliance advocated and strongly supported 
the development of case assessment protocols, case definitions, and the outreach and registry 
programs in addition to the scientific and medical research which was crucial to finding 
answers. Throughout, The Alllance has steadfastly maintained that reliable scientific research 
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and evidence to either support or refute the cause and effm reiadonship must eventuaily 
decide the finai outcome on Persian Guif Syndrome (PCS). 

in the beginning. The Aiiiance certainly knew diat answers to the many complex quesdons 
would not be immediately available. Pending the accumuladon of sufficient sciendfic data 
and answers to the multitude of quesdons, The Aiiiance advocated that the "benefit of the 
doubt" be given to the veteran. Hence, many organizadons participadng In The Alliance 
lobbied for and supported legisladve Inidatives to provide medical care and disability 
compensadon to PCS veterans. Those organizadons believed then, and The Alliance believes 
today, that when an element of doubt exists, the decision should always favor the veteran. 

Most of the efforts undertaken thusfar have resulted from the inidadves of Congress through 
this Committee and the Veterans Affairs Committees. In the Alliance's view. Congress has 
done a remarkable fob In keeping anendon on the issue properly focused. The Alliance also 
believes that Congress did the proper thing by extending medical care and disability 
compensadon to PCS veterans. The Alliance Is deeply apprecladve for what the 
DIsdnguished Chairman, the Ranking Member and. Indeed all Members of the Committee 
have done and are condnuing to do. It Is also crystal clear to The Alliance that your 
condnued attendon will be necessary. 

Mr. Chairman, the Nadon Is now more than five years Into the PCS Issue. In some respects, 
we are not any closer to the sought after answers than when PCS first manifested Itself. In 
other respects, and thankfully so, considerable progress has been made. The Alliance is 
referring to the unity of purpose which now seems to exist. It appears to The Alliance that 
DOD, VA, the medical community and the Nadon have finally coalesced around PCS and 
the veterans so affected. That in itself is marked progress in our esdmadon. 

The Alliance organizadons were briefed on the Final Report of the Presidential Advisory 
Committee on Culf War Veterans' Illnesses and each was provided a copy of the report. The 
Alliance commends the Advisory Committee members for their sbrteen month effort and 
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endorses die continuation of their work as the President has directed. Generally speaking. The 
Alliance Is satisfied with the Advisory Committee's report and recommendations. In the 
opinion of The Alliance, the report Is balanced and insightful. However, The Alliance 
believes It is Important to comment at this hearing on two areas of the report. 

The Advisory Committee recommended that further investigation be conducted Into possible 
exposure to chemical or biological agents. The Alliance concurs with this recommendation 
and the Advisory Committee's desire that It be conducted by, or at least overseen by, a 
group Independent of the Defense Department. In agreeing with an Independent effort on 
the possible exposure to chemical or biological agents, The Alliance is by no means casting 
any aspersions on the Department of Defense. At the same time though, The Alliance 
cannot ignore or downplay the high level of distrust which exists among many PCS veterans. 
Independent Investigation or oversight is probably necessary, if for no other reason than as 
a step toward restoring the lost trust. 

The Alliance's second comment relative to the Advisory Committee's report pertains to stress 
as a causal factor for PCS which the report described as a likely contributor to a broad array 
of illnesses. Clearly, the theory should be explored as the research and Investlgadon 
continues. We must acknowledge now though that stress is an ever present commodity of 
military service that is not restricted just to periods of conflict. Mr. Chairman, The Alliance 
urges that caution be exercised as the theory on stress and PCS is explored. In the efforts 
to find answers and to find them as quickly as possible, let's not yield to the temptation to 
use the stress theory as a broad umbrella to mask or divert attention from other potential 
causal factors. While stress may very well be revealed as a factor, the Alliance urges caution 
to not make the immediate, tempting leap to broadly classify these illnesses as purely 
psychological. 

One day after the Presidential Advisory Committee released its report. Independent research 
was released that appears In conflict with the committee's results. The Alliance recognizes 
that the results of these newly released Independent studies are preliminary and limited. 
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Those results though, coming the day following the Advisory Committee's Report, illustrate 
precisely where we are in this process of searching for answers. It is obvious that opinions 
among the scientific and medical communides vary gready nearly five years after the search 
for answers started. The wise course of acdon at this point, in The Alliance's view, would 
be to not rule out anything or a combinadon of things as a causal factor or factors. 

Therefore, The Alliance believes this Committee should continue to emphasize research and 
study in all possible directions - chemical and biological agent exposure; low-level exposure 
to certain nerve agents and pesticides; the effects of the anti-nerve agent Pyriostigmine 
bromide and other chemicals; as well as the long-term health effects of stress. Doctor KIzer 
has indicated a willingness to consult with private-sector doctors with experience in toxic 
substances and The Alliance urges him to do so. Qearly, a lot of work remains to be done. 
The Alliance believes we are obligated to stay the course not only for PCS veterans but also 
for the veterans of future wars. 

Earlier In this testimony. The Alliance commended this Committee and Congress for the 
resolve demonstrated on this perplexing issue. It Is also appropriate for The Alliance to 
recognize and commend the Department of Veterans Affairs, Secretary lessee Brown and 
Doctor Ken KIzer for their resolute efforts. 

The Alliance applauds Secretary Brown's decision to re-open an estimated 1 1 ,000 previously 
denied cases for another look and reconsideration of the prior decisions in those cases. The 
Alliance fully supports Secretary Brown's decision and the Department of Veterans Affairs 
in this undertaking. 

The Alliance is also pleased that the Persian Gulf compensation presumptive period Is being 
reevaluated. At the time the two-year presumptive period was set. It was done In a highly 
arbitrary manner. Therefore, The Alliance Is extremely pleased that consideration is being 
given to extending the presumptive period. The Alliance looks forward to Secretary Brown's 
recommendation In this regard. 
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In closing, The Alliance reaffimis to the Committee the position as stated at the beginning 
of this testimony. Aggressive research and epidemiological studies must be continued in all 
possible directions. Oution must be exercised to not rule out any possibilities at this point. 
Medical care and disability compensation for these PCS veterans must also continue. The 
Alliance believes that we must rely on the scientific community to provide the answers and 
ultimately detetmlne the final outcome. The Alliance urges the Committee to stay the course 
until scientific data are sufficient and Irrefutable. 

Thank you. 
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WRITTEN COMMITTEE QUESTIONS AND THEIR RESPONSES 

POST-HEARING QUESTIONS 
CONCERNING THE FEBRUARY 11, 1997 
HEARING ON PERSIAN GULF WAR VETERANS’ ILLNESSES 

FOR THOMAS L. GARTHWAITE, M.D. 

DEPUTY UNDER SECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 

SUBMITTED BY THE HONORABLE BOB STUMP 
CHAIRMAN, COMMITTEE ON VETERANS’ AFFAIRS 
US. HOUSE OF REPRESENTATIVES 


Question 1: With respect to what you characterized in your testimony as a “well designed and 
comprehensive” health care progtam, is your testimony simply describing the department's 
diagnostic efforts (i.e., its Registry and Referral Center “programs”) or a specific treatment 
“program” or “programs” as well? 

Answer: This testimony referred to the diagnostic and treatment aspects of our comprehensive 
approach to VA’s Persian Gulf programs. The first component of our Gulf War response was the 
establishment of a health care program, the VA Persian Gulf Registry health examination program. 
The Registry was developed in 1991 and implemented in 1992. VA provides Persian Gulf Registry 
Phase I health examinations and follow-up treatment at its medical facilities nationwide, and Phase II 
evaluations for those Persian Gulf veterans with difficult to diagnose problems. 

Persian Gulf veterans with health problems that may be related to an exposure to a toxic substance or 
environmental hazard during active duty service in the Gulf War, have special eligibility for VA 
hospital care and outpatient medical services. In addition, VA has established Referral Centers for 
those veterans whose medical conditions are complex and have eluded diagnosis at their local VA 
medical facility. VA has also established a Depleted Uranium Medical Surveillance program at the 
Baltimore VA Medical Center. 

Persian Gulf veterans' illnesses span the entire range of medical diagnoses. No single diagnostic 
category predominates, however, the full spectrum of appropriate treatments are available within the 
VA at medical facilities and Vet Centers nationwide. No unique treatments have been proven 
effective for Persian Gulf veterans' illnesses and therefore no specialized “treatment” programs have 
been established. 

Question 2: Is there a specific, systemwide Persian Gulf War veterans' treatment program or 
specific national guideline(s) on the care or coordination of care of Persian Gulf War veterans, as 
distinct from the registry program, eligibility criteria, and eeneral programs and directives and 
provision of VA health care services. If so, please furnish a copy of the applicable publication(s) 
regarding such program(s) or directive(s), as well as the specific accountability measures for insuring 
appropriate outcomes. 

Answer: Refer to the following attachment: VAA^HA Manual M-10, Environmental Agents 
Service, Part III, Persian Gulf Program. Manual Chapters 1-5 set forth the clinical and 
administrative policies and procedures related to the establishment and maintenance of VHA's 
Persian Gulf Registry programs. Page 2-2 (2.04a) gives further guidance concerning assignment of 
Persian Gulf War veterans needing follow-up care to a primary care team; 

Question 3: Please provide a copy of the VHA-established quality monitors and performance 
standards applicable to the Registry programs. 

Answer: Refer to the following attachments; 1) VHA Directive 10-95-114, Persian Gulf Registry 
Health Examination Program, Quality Management/Self Assessment Monitor (November 1995), 2) 
VHA Directive 96-051, Veterans Health Administration Special Emphasis Programs, Page A-10, 
(August 1996), 3) VHA Directive 97-008, VHA's Service Evaluation and Action Team (February 
1997), 4) Under Secretary for Health's Information Letter, VHA's Service Evaluation and Action 
Team (SEAT) [March 1997]; and 5) VA/VHA Manual M-10, Environmental Agents Service, Part 
in, Persian Gulf Program. 
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Question 4: Y our testimony with respect to the imperfections and inconsistencies in VA health care 
programs for Persian Gulf veterans appeared to acknowledge problems in delivery of health care 
services other than in the registry program itself. To the extent that your testimony addressed 
treatment-related (vs. Registry related) problems, however, the only specific action or initiative 
identified in your te,stimony was establishment of a “SEAT’ team in each network to “collect data 
for quality improvement”. Are there any other initiatives in place or underway to address PGW 
treatment issues? If so, please discuss. 

Answer; VA’s SEAT program is an addition to the established quality indicators and performance 
standards for the Registry examinations that are already in place, and the VA medical center quality 
improvement programs. Specifications for these existing Regisuy program requirements are 
included in VAA^HA Manual M- 10, and the VHA Directives which we listed in response to 
Questions No. 2 & 3 above. The SEATs will provide us with a mechanism to continually assess 
opportunities to enhance the effectiveness of VA clinical programs and respond to veterans’ 
concerns. 

In addition to these efforts, VA seeks to enhance the consistency and quality of care for Persian Gulf 
veterans, and has implemented several initiatives designed to improve medical care. We have 
utilized nationwide conference calls, satellite video-teleconferences, mailings, and annual on-site 
continuing medical education (CME) conferences to keep our health care providers well-informed on 
Persian Gulf-related clinical and research issues. These efforts have been successful in educating our 
Registry physicians and staff, and we will continue to keep them up-to-date on the latest 
developments. However, we want all VA health care providers to have a working understanding of 
Gulf War exposures and health issues so they will be able to address the health concerns of their 
Persian Gulf patients. In order to meet this challenge and improve our programs, VHA is developing 
a self-study CME program for physicians which will supplement our current educational endeavors. 
VA’s customer feedback center is developing patient satisfaction surveys which will target Persian 
Gulf veterans. The center has surveyed over 2(X),000 veterans overall and their data is a critical part 
of our expanding performance measurement system. The results of these assessments will guide 
additional clinical and research program changes, as well as our future educational efforts. 

Question 5: Is the focus of the SEAT teams’ evaluation activities limited in focus to PGW- 
treatment issues, or VA care generally? 

Answer: The SEATs will be piloted initially with health care provided to Persian Gulf veterans. 

This would include Registry examinations. Referral Center evaluations, and outpatient and inpatient 
care delivered within the VA health care system. If successful, the evaluation activities will be 
expanded to encompass other special program areas in the future. 

Question 6: Please provide any published directives and guidelines on the SEAT teams’ operations. 
Are its members to be devoted full-time to evaluation and data collection, or are these collateral 
duties for some or all of its members? 

Answer: Refer to the attachment provided in response to Question No. 3 above: VHA Directive 97- 
(X)8, VHA’s Service Evaluation and Action Team (February 1997). The membership of the SEAT 
and their duties and responsibilities are outlined under No. 3 of this Directive. Members assume 
their duties as SEAT participants as collateral duties. 


2 
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List of Attachments 

• VHA Directive 10-95-114, Persian Gulf Registty Health Examination Program, Quality 
Management/Self Assessment Monitor (November 1995). 

• VHA Directive 96-051, Veterans Health Administration Special Emphasis Programs, Page A- 10, 
(August 1996). 

• VHA Directive 97-008, VHA’s Service Evaluation and Action Team (February 1997). 

• Under Secretary for Health’s Information Letter, VHA’s Service Evaluation and Action Team 
(SEA’T) [March 1997]. 

• VAA^A Manual M-10, Environmental Agents Service, Part HI, Persian Gulf Program. 

• VHA Directive 96-073, Revisions in Authorities for Provision of Priority Health Care for Certain 
Veterans Exposed to Specified Toxic Substances (December 2, 1996). 

• VHA Directive 96-064, Public Law 104-262, VA Health-Care Eligibility Rules Effective 
October 9, 1996 (November 8, 1996). 
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VHA Directive 10-95-114 


Department of Veterans Affaire 
Veterans Health Administration 
Washington, DC 20420 November 21, 1995 


PERSIAN GULF REGISTRY HEALTH EXAMINATION PROGRAM 
QUALITY MANAGEMENT/SELF ASSESSMENT MONITOR (RCS 10-0860) 


1 . PURPOSE : The purpose of this Veterans Health Administration (VHA) Directive Is to provide 
procedures on use of VA Form 10-9009C-1 , Persian Gulf Registry Health Examination Program - Quality 
Management/ Self Assessment Monitor (Att.). This Instrument has been developed as a quality 
management tool for conducting reviews of Persian Gulf War veteran’s medicat records. It is to be used 
by VA medical centers to assess and monitor the appropriateness of medical care being provided In 
accordance with the Protocol for Conducting the Physical Examination and Ordering Diagnostic Studies 
(M-10,Pt.lll.Ch.2, App.2B). 

2. BACKGROUND: Approximately 697,000 American servicemen and senncewomen were involved In 
the Persian Gulf War. A number of these troops may have been exposed to environmental hazards, 
and/or possible diseases endemic to the Southwest Asia theater of operations. 

a. Public Law 102-565, enacted in November 1992, authorized establishment of the VA's Persian Gulf 
War Veterans Health Registry. That law authorized the VA to provide a comprehensive medical 
examination. Including any dIagnosUc tesdng, to evaluate the veteran’s health status. 

b. An Office of Inspector General (OIG) Report, ‘An Oversight Evaluation of the Department of 
Veterans Affairs’ Response to Health Care issues Relating to Military Service In the Persian Gulf War* 
(SHI-A28-01 1 ; December 29, 1 994), recommended that VA facilities assure that all Persian Gulf War 
veterans have been afforded appropriate medical care by conducting peer reviews of a statistically valid 
sample of Gulf veteran’s medical records. 

3. POLICY : VA is committed to providing high quality medical care to veterans, and to ensure that this 
goal is met for Persian Gulf War veterans, appropriate mechanisms must be put In place to address their 
special needs and health problems. We also must monitor the effectiveness of the services provided to 
them. 

4. ACTION 

3. Each VA medical center will use the Persian Gulf Registry Health Examination Program - Quality 
Management/Seif Assessment Monitor to review, at least, a 1 0% sample of all Persian Gulf Registry 
physical examinations conducted to date. 

b. The flrst such review will be conducted by each VA medical center within a time-frame that ensures 
that results are provided to the Environmental Agents Program (131), VHA Headquarters, no later than 
January 31, 1996. Subsequent reviews should be conducted on an annual basis thereafter, with results 
submitted to (131) by October 1 of each year. 

c. Results of the review should be recorded on VA Form 10-9009C-2, Summary Analysis of Self 
Assessment Monitor Results (Att. 8) for submission at the following address: 

Director, Environmental Agents Program (131) 

VHA Headquarters 
810 Vermont Ave„ N.W. 

Washington, DC 20420 
FAX 202-565-7572 


THIS VHA DIRECTIVE EXPIRES NOVEMBER 21, 2000 
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VHA DIRECTIVE 10«5-114 
November 21, 1995 


d. Quesflons may be referred to Director. Environmental Agents Program (131), at 202-565-4183, or 
Environmental Agents Program staff at 202-665-4548. 

5. REFERENCES 

a. M-10, Part III, Cbaptera 1-4. 

b. Office of Inspector General (OIG) Report, ‘An Oversight Evaluation of the Department of Veterans 
Affairs' Response to Health Care Issues Rela^ to Military Service In the Persian Gulf War* (5HI-A28- 
011; Oecember29, 1994). 

6. FOLLOW-UP RESPONSIBILITY : Director. Environmental Agents Program (131), Is responsible for 
the content of this Directive. 

7. RESCISSIONS : None. This VHA Directive will expire November 21. 2000. 

Kennedi W. Wzer. M.D., M.P.H. 

Under Secretary tor Health 

Attachments 

DISTRIBUTION; CO: E-malled 11/24/95 

FLD: RD, MA, DO, OC, OCRO, and 200 - FAX 1 1 /24/95 
EX: Boxes 104, 88. 63. 60, 54. 52. 47 and 44 - FAX 1 1/24/95 
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Attachment A 


VHA DIRECTIVE 10^114 
November 21. 1995 


Persian Gulf Registry Health Examination 
Quality Management/Self Assessment Monitor 


FACIUTY LOCATION (City & State); 

FACIUTY NUMBER: — 

PERSIAN GULP COORDINATOR; — 
VETERANS REGISTRY PHVSICIAN(s): 


PATIENT NAME (Last/First/MI): 


PATIENT SSN: 


A. Required Components of the Registry Examination 

Yes No 


Code Sheet in CHR (Consolidated Health Record): 

1 1 1 



Yes No 


1 , Thorough History and Physical Examination 

in CHR. such as completion of an SF88- 

2, Women Persian Gulf Veterans; 

m 


Yes No 

Refused 

a. Breast Exam 

m 

D 


Yes No 

Refused 

b. Gynecology Exam 

m 

□ 

3. Laboratory Results in CHR: 

Yes No 

a C6C 




Yes No 


b Chemistries 

L.l_ 



VAForm I0-9009C-I 


Reproduce LocoNv 
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VHA DIRECTIVE 1(W5-114 
Nov^iU}er21. 1995 


c. Urinalv^s 


d. Chest X-^oy 


4. A fdlow-up \4dt is f^<^ded? 


5. F<^ow-up tetter, containing exam results 
ar>d recommendafiof^s Is in CHR (or maSed)? 


Yes No 




Yes No 



Yes No 



Y^No 

r 




6. AdcHfJonaJ Diognostic Work-up fOT Selected 
Symptoms: 


The foBovsfing examitxittor» were ordered 
by the physickaa if the veteran complained 
of 


a. Persistent Dtartt^ea: 




Yes No 

Refused 

i. 

Rectal Exom 

m 

□ 



Yes No 


ii. 

Stooi guakac 

m 




Yes No 


ili. 

Stool W8C 

m 




Yes No 


iv. 

Stool for ova/porosrtes 

1 1 1 



A-2 
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VHA DIRECTIVE l'04S-114 
No¥^b«r 21. 1d95 


V, Gl consult 

b. Memory Loss 

i. Mlnl-Mentol Status Exam w 
other bedside memory test 

ii. Additionof Labs: 

Thyrc^ Fuficfions 

VDRL(RPR) 

Bt2 

Other (Neurology consult. CT/MW) 

c. Shortness of Breath or Chronic Cough 

i. Exam l^<xdod 

S. Pulrrwjnary FuncWon Test 

iii. Smoking History 


Yes No 

m 


Yes No 

m 


Y^ No 

m 

Yes No 

m 

Yes No 

m 

Yes No 


Yes No 


r 


Yes No 

L 

□ 

Yes 

No 

□ 

! 


A-3 
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VHA DIRECTIVE 10-95-114 
November 21, 1995 


B. Follow-up Appointments 


1 . If vetercm was symptomatic at the time of 
completion of the Registry exam was a foBow-up 
examination scheduled? 


Yes No 

m 


2. Has the veteran been assigned to a primary 
care team? 


Yes No 

m 


A-4 
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H Attachment B VHA DIRECTIVE 10-85-114 ■ 

November 21, 1895 ^ 

SUMMARY ANAIYSIS OF SFIf- ASSESSMENT MONITOR RESULTS 


VAMC/OPC: 


CITY; 


STATE; 



VAMC/OPC NUMBER: VISN SITE NUMBER: 


PERSON COMPLETING SURVEY: 


LAST NAME: 


RRSI NAME: 


TELEPHONE NUMBER: 


'n 

»aCod9 

J 

□ 

□ 



Ext ens i on 


A. BACKGROUND: 

1 ) NUMBER OF PERSIAN GULF VETERANS WHO RECEIVED REGISTRY 
EXAMINATIONS IN 19 (STATE YEAR). 


2) SAMPLE PERCENTAGE = 


% Male % Female 

m [D 



% 


B. STANDARD REGISTRY EXAM: 

1 ) NUMBER OF CHARTS THAT CONTAINED CODE SHEETS, 

NON-COMPLIANCE = I r~[n % 
i ‘ 




VAForm I0-9009C-2 
I NOV 1996 


Reproduce Localiy 

B-I I 
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November 21, 1995 


2) NUMBER OF CHARTS THAT CONTAINED A HISTORY AND PHYSICAL 
(SF88). 


NON-COMPLIANCE = 


% 


3) NUMBER OF CHARTS THAT CONTAINED CBC TCST RESULTS. 
NON-COMPUANCE = I I 1 I % 


4) NUMBER OF CHARTS THAT CONTAINED CHEMISTRIES. 
NON-COMPUANCE = I I I I % 


5) NUMBER OF CHARTS THAT CONTAINED URINALYSIS. 
NON-COMPUANCE = 1 1 I I % 


6) NUMBER OF CHARTS THAT CONTAINED CHEST X-RAY. 
NON-COMPUANCE = | | | 1 % 


7) NUMBER OF CHARTS THAT RECORDED A FOLIOW-UP VISIT. 
NON-COMPUANCE = 1 1 I I % 


8) NUMBER OF CHARTS THAT CONTAINED A FOLLOW-UP LEHER. 
NON-COMPLIANCE = | | | | % 


;. WORK-UP FOR COMMON COMPLAINTS: 

9) NUMBER OF CHARTS THAT CONTAINED SYMPTOM-SPECIFIC 
EXAMINATIONS IF PATIENT COMPLAINED OF PERSISTENT DIARRHEA. 


NON-COMPLIANCE = 


% 


B-2 



N = 


□ 

□ 

□ 


N 


□ 

□ 


□ 

N 


□ 




N 


n 



N 


□ 



M 

N 





U 

N 


r 



M 

N 



L 

Ll_ 













431 


VHA DIRECTIVE 10-85-1 14 
NovembarZI, 1895 


10) NUMBER OF CHARTS THAT CONTAINED SYMPTOM-SPECIFIC 
EXAMINATIONS IF PATIENT COMPLAINED OF MEMORY LOSS. 


NON-COMPUANCE = 


11) NUMBER OF CHARTS THAT CONTAINED SYMPTOM-SPECIFIC 
EXAMINATIONS IF PATIENT COMPLAINED OF SHORTNESS OF 
BREATH/CHRONIC COUGH. 



NON-COMPLIANCE = 


% 


1 2) NUMBER OF CHARTS THAT SHOWED A FOLLOW-UP APPOINTMENT 
HAD BEEN SCHEDULED. 



NON-COMPLIANCE = 


D. PRIMARY CARE TEAM ASSIGNMENT; 


13) NUMBER OF CHARTS THAT SHOWED PATIENT HAD BEEN ASSIGNED TO 
A PRIMARY CARE TEAM. 



NON-COMPUANCE = 


% 


E. WOMEN VETERANS: 


14) NUMBER OF FEMALE PATIENT CHARTS THAT SHOWED COMPLETION 
OF BREAST EXAMINATION. 


NON-COMPLIANCE = 


% 


• ‘iT NUMBER OF FEMALE PATIENT CHARTS THAT SHOWED COMPLETION OF 
NECOLOGY EXAMINATION, 



% 


NON-COMPLIANCE = 
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ATTACHMENT A 


VHA DIRECTIVE 96^)51 
August 14, 1996 


BUND SEHABIUTATION SERVICE 

The mission of tho Blind Rehabilitation Service is to improve the quality of life for blinded 
veterans by assisting them to develop the skills and capabilities needed for the attainment of 
personal independence and emotional stability. This is accomplished through identification of 
visually inq)aired veterans, provision of comprehensive inpatient and ouq>atient rehabilitation 
services, education of blinded veterans and their families, and research. 

Population Measures 

1 . Blinded veterans demonstrate post rehabilitation improvement in fimctional status 6 months 
after discharge fiom a conqtrehensive VA blind rehabilitation program. 

GOAL: 80% 

2. Percentage of blinded veterans who recdve YA blind rehabilitation ouq>atient services pre- 
and-post inpatient rehabilitation will realize shortened lengdi of stay in die VA inpatient 
Blind Rehabilitation Program. 

GOAL: 100% 

3. Blinded veterans identified by a Visual Impairment Services Team (VIST) coordinator as 
needing blind rehabilitation will have access to a co mp r e hensive inpatient blind rehabilitation 
program within 6 months. 

GOAL: 100% 

4. Percentage of fully or highly satisfied patients on National Blind Rehabilitation Service 
Customer Satisfaction Quesdoimaire. 

GOAL: 85% 

Program Measures 

1 . The number of blinded veterans on VIST rolls reflects the incidence of blindness of eligible 
blinded veterans in the VISN veteran population. 

2. Percentage of eligible blinded veterans scheduled for evaluation for inpatient blind 
rehabilitation treatment within 30 days of identification. 

GOAL: 100% 

3. Percentage of blinded veterans on VIST rolls offered an annual review, which includes a 
yearly physical and eye exam, benefits review and blind rehabilitation evaluation. 

GOAL: 100% 

4. Percentage of veterans on VIST rolls satisfied with VIST services. 

GOAL: 95% 


A-1 
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VHA DIRECTIVE 96-051 
August 14, 1996 

5. PeicenUge of veterans on Blind Rehabilitation Ou^atient Specialist (BROS) rolls satisfied 
with BROS services. 

GOAL: 95% 

6. Percentage of blinded veterans receiving recommoided prosthetics equipment within 30 d^s 
of discharge from BRC Itegram. 

GOAL: 95% 


A-2 
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\HA. DIRECTIVE 96^1 
Aiigiistl4,1996 

GERUTRICS AND LONG-T0tM CARE PROGRAM 
HOME-BASED PRIMARY CARE (HBPQ 

Ibe missioB of tbe Geriatrics and Long-Tenn Care program is to provide bealdi care and related 
support services for aged and other vetenns requiring long-term care. Has is aoconqilislied 
through identifying needs and deteiminii^ the setting most coodncive to meeting diese needs, 
wlule maintaining fiinctional independence. Services are ^eied flirou^ a number of programs 
including Home BaMd Primary Cate (formeriy Imown as Ht^ital-Based Home Oue); VA, 
Community, and State Nursing Home Car^ Community-Based Long-Term Cate; Geiiaitic 
Research, Educatian and Clinical Centers (ORBCC); Geriatric Bvdnation and Management 
Programs (GEMs); and State Home Construction aM Per IMem Grants. 

The mission of the Home-Based Irimaty Care (HBPQ program is to provide primary care, 
delivered by an interdisdplinary team of VA staff to bomdionnd (often bedbound) patients for 
whom return to an outyatient clini e is not practical 

Population Measures 

1. Patient satisfaction with HBPC. 

GOAL- 95% 

2. Initial contacts with the HBPC patient are made within 2 wodring days from the time of 
hospital discharge. 

GOAL: 100% 

Program Measures 

1 . HBPC programs are coordinated with the fee-basis or Medicare referral and/or borne health 
aide services. 

GOAL: 50% 

2. Establish methodology for unit cost comparison of HBPC primary care versus alternative 
methods of such care. 

GOAL: Establish baseline 


A-3 
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VHA. DIRECTIVE 96-051 
August 14, 1996 

GERIATRICS AND LONG-TERM CARE PROGRAM 

VA, COMMUNITY, AND STATE NURSING HOME CARE 

The misdon of the Geriatrics and Long-Tenn Cm piogram is to provide health care and related 
support services for aged and other veterans requiring long-term cate. Hiis is accon^lidied 
through identifying needs and determining die setting most conducive to meeting thcM needs, 
while m ai n ta inin g fimctional independence. Services are offered throng a number of programs 
including Home Based Pdtnary Care ffoimedy known as Hospital-Based Home Care); VA, 
Community, and State Nurring Home Care; Oommnnity-Based Long-Term Care; Oeaiatdc 
Research, Education and Clinirai Centeis (GRECC); Geriatiic Bvaluation and Management 
Programs (OEMs); and State Home Constraction a^ Per Diem Grants. 

VA's nursing home care mission is to meet a portion of veteran demand for nursing home cate 
through the VA operated Nurring Home Care Units, Community (Contract) Nurring Homes, and 
State Home Nursing Homes. 

Population Measures 

1 . Patient and family satisfaction with nursing home care. 

GOAL: 95% 

2. Percentage of older (65+) veterans who use VA health care and receive nursing home care 
through VA-sponsored program (VA-operated, community, state home). 

GOAL: 8% 

3. Percentage of Nursing Home patients returned to hospital (Absent-Sick-In-Hospital). 

GOAL: 15% 

4. In VA Nursing Home Care Units, the percent increase in number of patients with high 
coirjplexity Resource Utilization Group scores. 

GOAL: 5% 

Program Measures 

1 . The number of Multi-State Contract initiatives executed. 

GOAL: 6 

2. Percent of the CNH budget expended through Multi-State Initiated (M-SCI) contracting. 

GOAL: 10% 

3. Percent of patients with a Patient Assessment Instrument (PAI) completed for CNH 
placements. 

GOAL: 50% 


A-4 



436 


VBA DIBMniVE 96451 
Ausnstl4,1996 

GERIATRICS AND LONG-TERM CARE PROGRAM 
COMMUNTTY BASED LONG-TERM CARE 


The mission of the Geriatrics and Long-Tenn Csie program is to provide bealdi care and related 
support services for aged and other veterans requiring long-term care. Ttus is accompliriied 
through identi^ing needs and determining die setting most condudve to meeting nee^ 

while maintmning fimcticmal independence. Services ate offered through a number of programs 
including Home Based Romaty Cate (formerly known as Ho^ital-Based Home Care); VA, 
Communi^, and State Nursing Home Care; (^ommuni^-Based Long-Term (CBLTC% 
Geriatric Research, Education and Clinical Centers (GRECC); Geriatric Evaluation and 
Management Programs (GEMs); and State Home Construction and Per Diem Grants. 

The nusrion of Community-Based Long-Term Care Programs is to provide contract adidt-d^ 
health cate and homemakei/home health aid services to veterans who are at a nursing home level 
of need. 

Population Measures 

The amount of funds expended for CBLTC expressed as percentage of the commnniQi 
nursing home budget 
GOAL: 5% 

Program Measures 

1 . CNH funds are expended on the CNH Program or alternative community-based long-term 
care services (CBLTC). 

GOAL: 100% 

2. Percent increase in VA facilities participating in CBLTC (The baseline is 110 facilities). 
GOAL: 20% 


A-5 
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August 14, 1996 

GERIATRICS AND LONG-TERM CARE PROGRAM 
GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTERS (GRECCs) 


The mission of the Geriatrics and Long-Tenn Care program is to provide health care and related 
support services for aged and other veterans requiring long-term care. This is accomplished 
through identifying needs and determining the setting most conducive to meeting these needs, 
while maintaining functional independence. Services ate offered through anumber of progra m s 
including Home Based Primary (foimedy known as Hospital-Based Home Cate); VA, 
Community, and State Nursing Home Cate; Omimunify-Based Long-Term Cate; Geriatric 
Research, Education and Clinical Centers (GRECC); Geriatric Evaluation and Management 
Programs (GEMs); and State Home Constructian a^ Per Diem Grants. 

The mission of the GRECC ^gram is to inqitove services that ate maximally effective and 
appropriate in meeting the medical psycholo^cal and social needs of older veterans, through; 

1. Geriatric and gerontological research; 

2. TYaining of health personnel and trainees in the provision of health care to older individuals; 
and 

3. Development and evaluation of improved models of clinical services. 

Population Measures 

Data on effectiveness of GRECC clinical demonstration projects in improving patient 
outcomes is reported annually with recommendations for replication at other VA sites, as 
indicated by the data. 

GOAL: 100% 

Program Measures 

Research: 

1 . The number of scientific papers authored/ co-authored each yem’ by each GRECC research 
investigator (primary investigator or co-investigator on an active research project) in peer- 
reviewed journals (List Journals). 

GOAI-: >-l 

2. Percent of publications in peer reviewed journals by GRECC core staff listing their VA 
afriliadon. 

GOAL: 100% 


A-6 
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Education and Training: 


VHA DIRECXIVE 96^ 
August 14, 199d 


3. Number and percent of GREOC host fodlity clinical staff Gncludes physicians and an 
associated health staff) who are offered education/training in caring for elderly veterans by 
thcGRECC. 

GOAL: ->95% 


4. Number of clinical staff at other VA facilities who receive educarion/training in caring for 
dderiy veterans in .the GREOC. 

GOAL: Establish baseline is 1st year 


5. Percent of geriatric fellows (fOY 4 and 5 leridents) and VA funded a ssocia t ed health 
trainees in geriatrics (e.g, advanced geriatric nurse piactiticmeis. geriatric ^larmacy sesideats. 
geropsychology postdoctc^ fellows) who tecdved a substantial portion of their q>edalized 
geriatric training fiom the GKECC and are practicing geriatrics/gerontcdogy or have 
academic appointments involving gerutrics^gerontdlogy 2 years after can^letian of trdning. 
GOAL: Establish baseline 


6. Number of ongoing clinical demonstration projects at each GRECX: wMeh annually evaluate 
and report on the project’s effectiveness in delivering improved clinical services to rite 
elderly. 

GOAL: >-l 


Consultation and Outreach 

7. Number of improvements eadt year in geriatric research, educaticm or clinical activity at each 
GRECC host facility as a result of GRECC consultation. 

GOAL: >-l 

8. Number of improvements each year in geriatric research, education or clinical actitrity at 
other VAMCs as a result of consultation/outreach ffmn flje GREOC 

GOAL: >-l 
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VHA DIRECITVE 96-051 
August 14, 1996 


GERUTRICS AND LONG-TERM CARE PROGRAM 

GERIATRICS EVALUATION AND MANAGEMENT (GEM) 

The mission of the Geriatrics and Long-Term Care program is to provide health care and related 
support services for aged and other veterans requiting long-term care. This is accomplished 
through identifying needs and detetmining the setting most conducive to meeting diese needs, 
while maintaining fimctiona] independence. Services are oSered throu^ a number of programs 
including Home Based Frimaiy Care (foimedy known as Ho^ital-Based Home Care); VA, 
Community, and State Nursing Home Cate; Communi^-Based Long-Term Cate; Geriatric 
Research, Education and Clinical Centers (GRECQ; Geriatric Evaluation and Management 
Programs (GEMs); and State Home Construction and Per Diem Grants. 

The mission of the GEM Program is to enhance the quality of life for selected elderiy veterans, 
by improving clinical care, diagnosis, polypharmacy, discharge planning, functional status, and 
utilization. The GEM Program also provide a site W geriatric education and clinical research. 

Population Measures 

Percentage of frail elderly veterans who received VA GEM services and were discharged to 
home or community residential setting. 

GOAL: 65% 


A-8 
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Angnst 14, 1996 

GERIATRICS AND LONG-TESM CASE PROGRAM 
STATE HOME PER DIEM GRANTS 

The mission of the Oeriattics and LoDg-Tenn Cut pr ogt am is to provide health care and rdated 
support services for aged and other veterans requiring long-term care. This is accomplished 
through identifying needs and determining the setting most conducive to meeting these needs, 
while maintaining functional independetme. Services are offered flnou^ a number of programs 
including Home Based Primary Care (formedy known as Ho^ital-Based Home Care); VA, 
Community, and State Nursing Home Cate; Community-Based Long-Term Cate; Geriatric 
Research, Education and Clinical Centers (GRECC); Genatric Evaluaticn and M a n age m en t 
Programs (GEMs); and State Home Constmction a^ Per Diem Grants. 

The State Home Per Diem Grant Program assists States in the cost of care provided veterans in 
State homes tecogrdzed by VA. The asastance to States through this grant program promotes 
Federal-State sharing in meeting part of the veteran demand for institudonal long-term care. 

Population Measures 

1. Compliance with the quality of care standards for die Ievel(s) of cate provided by the state 
home (domiciliary, nursing home, hospital) is documented and rqiotted by the VA facility of 
jurisdiction annually and as indicated. 

GOAL: 100% 

2. Correction of quality of care and/or life safety defidencies by the state home according to 
specified timefiame is documented and reported by the VA facility of jurisdiction. 

GOAL: 100% 

Program Measures 

1 . Analysis of current per diem rates and recommendations for increases in rates are completed. 
GOAL: Aimually 

2. Budget plan for existing and planned census in State Home domiciliary, nursing home and 
hospital levels of care are developed following submissions by the VA fadlify of jurisdiction. 
GOAL: Atmually 

3. Analysis of budget plan and adjustments based on actual census data is completed. 

GOAL: Quarterly 

4. Inspection reports indicating level of compliance with established standards of care are 
provided to the State Home within IS workdays of the VA inspection by the facility having 
jurisdiction over the Home. 

GOAL: 90% (after establishing baseline) 
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PERSIAN GULF VETERANS 

The mission of the PeisUn Guif (PG) Veterans lYogram is to provide strategic ditectian for the 
clinical, resea^ct^ education and outreach programs for PG veterans. This is accon^lisbed 
woddng in collaixuation with other VA ofSces; Federal, state, and local government agencies; 
and nonprofit community and private providers. The Persian Gulf Veterans Rogra m also serves 
as VHA's liaison to the Persian Gulf Veterans Interagency Coordinating Board. 

Population Measures 

1. Waiting time for tyjpointment for Registiy examination and referral center admissioiL 
GOAL: s30daysin95%ofVAMCi 

2. Education 

a. Ptx>vide opportunities for continuing medical education of Perrian Gulf War (PGW) 
health issues. 

GOAL: National T rainin g Rogram 

(1) Onsite conference (8/27-8) 

Q) Teleconferences (satellite video broadcasts) Two in 1996 

b. Provide current information on PGW programs, legislation, reports and publications. 

GOAL: Quarterly mailouts and newsletter, periodic Environmental Agents Service 

(EAS) conference calls 

3. Future - PGW veteran satisfaction with VA healthcare. 

GOAL: Satisfaction ^ other veteran groups 

Program Measures 

1. Waiting times for appcwtments for consultations, e.g., neurology, theuirtatology, 
gastroenterology, psychiatry, psychology, etc. 

GOAL: -<45 days 

2. Persian Gulf Registry; Phase I and Phase U code sheet rejection rates. 

GOAL: rate*<5% 

3. Time to correct rejected code sheets. 

GOAL: •>c30days 

4. Coirqiliance threshold on the annual Quality Management monitor for Persian Gulf Registry 
Examinatians as measured against selected clinical indicators. 

GOAL: 90% 
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5. Partidpatioiiiates of Fenian Gulf Coatdmaiois and Re^stiyFbysidatis in infcraoatioii and 
educational activities. Le^ quaiterly Eavironmental Agents Soviet coofooKe calls, satellite 
video-television broadcasts, and continning medical edneation c o nferen c e . 

GOAL: 75% 
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POST TRAUMATIC STRESS DISORDER (PTSD) 

llie mission of the Post 'Daumatic Stress Disorder Program is to provide treatment for veterans 
suffering from PTSD and to prevent relspse. This is accomplished by providing supportive 
mental health services and coordinating PTSD research and education. 

Population Measures 

1 . Percentage of veterans scoring equal or better in PTSD syiqptotns on the short form of the 
KGssissippi Scale 4 months after discharge. 

GOAL: 85% 

2. Percentage of veterans scoring equal or better in substance abuse symptoms as measured by 
the Alcohol and Drug Subscales of the Addiction Severity Index (ASQ 4 months after 
discharge. 

GOAL: 69% 

3. Percentage of veterans equal or inqiroved in occupational functioning as measured by the 
number of days employed during the past 30 days at 4 months after program discharge. 
GOAL: 86% 

4. Proportion of veterans in need of PTSD cate treated for PTSD in VA outpatient mental health 
clinics in each year. 

GOAL: 55% 

. ^ . Proportion of veterans who receive a psychiatric ouqiatient visit within 30 days of discharge 
A from an inpatient program (from HEDIS 2 J). 

GOAL: >51% 

Program Measures 

1 . Proportion of veterans successfully contacted for outcome assessment after discharge from an 
inpatient PTSD program. 

GOAL: 50% 

2. Number of patients seen per FTEE allocated to the outpatient PTSD program (including 
facility contributed FTEE). 

GOAL: 75 Patients/FTEE 

3. Number of hospital days for patients in the 6 months after discharge from an inpatient PTSD 
program. 

GOAL: <13.5 days 
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PRESERVATION-AMPUTAITON CASE AKD TREATMENT (PACT) PROGRAM 

The mission of the Ptesovation An^iutation Care and Iteatment Rogram is to reduce tbe 
incidence of amputadons and other con^>lications due to diabetic foot ulcers and pei^hend 
vascular disease. This is accomplished by an interdisdplinaryprogim of care and treatment and 
by tracking of patients with amputations and those persons identified as "at lisl^ for limb loss. 

Population Measures 

1 . The incidence of lower extremity amputations among veterans with diabetes. 

C50AL; Reduce by 5% fiom prior year 

2. Percentage of diabetics with chart documented annual lower extremis ulcer risk 
examination. 

GOAL: Increase by 5% fiom prior year 

3. Percentage of new lower extremity an^utees who achieve functional status adequate to return 
to pre-hospital living setting. 

GOAL: t5% 

4. Percentage of new lower extremity amputees who are ambulatory mx months after provision 
of artificial limb. 

GOAlx fiictease by 3% fiom prior year 
Program Measures 

1 . Percentage of new amputees, i.e., toe, transmetatarsaL below knee, above knee, and hip 
disarticulation referred by the PACT Coordinator for evaluation. 

GOAL: 100% 

2. Percentage increase in the number of new ouT>ati«its identified as being at-nsk of limb loss 
who are referred to the PACT Program. 

GOAJL: >PriorYear 
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PROSTHETIC AND SENSORY AIDS SERVICE 

The mission of the Prosthetic and Sensoiy Aids Service is to serve as case manager for the 
physically disabled veteran and to provide quality prosthetic and sensory aid services to these 
patients. This is accomplished by furnishing properly prescribed prosthetic equipment, sensoiy 
aids and assistive devices. 

Population Measures 

1 . Percentage of veterans fitted for a limb within 30 days of amputation. 

GOAL: Establish baseline 

2. Percentage of prosthetic patients who respond favorably on the Prosthetic Patient Satisfaction 
survey. 

GOAL: >97% 

3. Percentage of prosthetic patients with improved functional status 6 months post fitting. 
GOAL: Establish baseline 

Program Measures 

1 . Average VA waiting tme for an appointment for examination and prescription of a prosthetic 
appliance will be equal to or less than local community standards, e.g.. Optometry, 
Audiology, Orthopedics, Spinal Cord Injury, Physical Medicine and Rehabilitation, etc. 
GOAL: Establish baseline 

2. Number of delays in prosthetic orders, per month per total number of orders, Le., orders not 
placed within 5 days. 

GOAL: <2% of workload 

3. Number of Type I recommendarionsfiomJCAHO/CARF surveys concerning the 
management of Durable Medical Equipment and the Home Oxygen Program in accordance 
with JCAHO Home Care standards. 

GOAL; 0 

4. Quarterly Prosthetic Needs/Excess Reports will accurately report on PSAS cost accounts. 
Funding will be based upon a strong correlation between obligations and workload. 

(Centralized Prosthetic Fund Annual Fadlity Budget) 


$5 milli on and up - {-Wi) <2% 

$4 million to <$5 million {+/-) 2% 

$3 million to <$4 million (+/-) 3% 

$2 milli on to <$3 milli on ( 4 /.) 4% 

$1 million to <$2 million (47-) 5% 

$500,000 to <$1 million (47-) 6% 

$500,000 (47-) 10% 


5. Number of PSAS Headquarters-initiated program site visits to ensure compliance with 
national fiscal policy (continuation of POP objective). 

G07(L: 24/FY 
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READJUSTMENT COUNSEUNG SERVICE VETERAN CENTERS 

The mission of the Readjustment Counseiing Service is to restore norma] emoticmal hmcdoidng 
to persons psychologically injured during militaty service. This is accon^lMied providing 

outreach, crisis intervention, and “holistic” counseling services to eligible veterans and fireir 
fanulies. These services are provided tfarou^ a netwodc of readjustment counseling centers 
commonly known as “vet centers." 

Population Measures 

1. The rate of ^pedal population veterans at ride for FTSD and odier readjustment problms 
accessing RCS care. Special populations indede veterans with high combat etposute. Minid 
trauma, physical disability, or ethnic diversity. 

GOAL: Contact with the percentage of veterans predicted to be at risk in the Vet Center’s 
catchment area 

2. Petcent of clients satisfied with services. 

GOAL: Obtain baseline information 

3. Post-treatment problem severity. 

GOAL: Improvement in problem severity ratings post-treatment 
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SERIOUSLY MENTALLY ILL VETERANS 

Hie mission of the Seriously Mentally 111 Veterans Program is to optimize the funcrioning of 
seriously mentally ill veterans. This is accomplished by providing state-of-the-ait treatment 
across a continuum of inpatient and outpatient settings. 

Population Measures 

1 . Percentage of SC veterans with a diagnosis of psychosis who use VISN mental bealtii 
services. 

GOAL- >-39% 

Note: Adjusted for soclodemogrt^hic factors and avaUabUitycfnon-YAtenica. From Table 
2-4, National Mental Health Program Performance Monitoring System (NMHPPMS), June 14, 1996, 
Northeast Program Evaluation Center (NEPECXl 82). VA Medical Center, 950 Can^beU Ave., West 
Haven. CN 06516, (203) 937-3850; FTS (700)428-3717, 

1. 30 day psychiatric re-admission rates (excluding substance abuse), within the VISN. 

GOAL- <-15% Note: See tabu 3-1, (NMHPPMS) 

3. Functional peifonnance 6 months and 1 year after initiating treatment in Intensive Psychiatric 
Community Care (IPCC) as measured by a standard Instrumental Activities of Daily Living 
(lADL) instrument. 

GOAL 20% improvement over previous year 

4. Overall score on the outpatient do main of the mental health performance index which 
includes measures of access, utilization of services, and condnui^ of care. 

GOAL 20% improvement over previous year 

5. Percentage of veterans who receive an ou^atient appointment within 30 days of discharge 
from an inpatient program. 

GOAL >-45% Nou: See tabu 4-1, (NMHPPMS) 

Program Measures 

1 . Average VISN general psychiatric bed days'Of care during the.6 months after discharge. 

GOAL <-14 days NoU: See tabU 3-1, (NMHPPMS) 

2. The number of 2 month periods (by VAMQ in which general psychiatric outpatients have 
two or mote VA outpatient mental health visits (continuity of care) within the first 6 months 
following discharge. 

GOAL >-1.13 

Note: See tabU 4-7, (NMHPPMS, adjusted for patient characteristics, resident distance from VA, etc.) 
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3. TiflepeiCMtage decrease in the number of SMI veteram per VISN with a diagnosis of 
psychosis with lengths of sti^ of 100 days or longer. 

GOAL: >-10% 

4. The percentage decrease in average length of stay of psychiabichqMtientswidiin 28 VAMCs 
identified as significant outliers. 

GOAL: >-10% 
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SPINAL COBD IHJtJRY/DYSFUNCnON 

Hie mission of Spinal Coid Injiuy/Dysfuncdon Program (SCI/D) is to assist vet»ans with SCPD 
to develop the capacities needed to «*»«'" personal indqtendence and lifelong bealdi and well 
being. is accomplished by providing initial functional rehabilitation, preventive cate, 

sustaining care, and long-term care across a continuum of inpadrat and ou^adent settings. 

Population Measures 

1 . Percentage of SCI/D padents tespontdng favorably on sadsfacdon surveys concerning 
communicadon, courtesy, quality of cate, timeline ss, and clinical environment 
OOAL: 90% 

Z Overall score on the SCI/D evaluation index (characteristics include measures of 

effectiveness - outcomes achieved by persons served; efficiency, and other elements to be 
defined). A baseline report is eiqiected in January. 

GOAL: Improvement 

3. Percentage of eligible SCI/D veterans receiving annual evaluation as required by M-2, part 
XXIV. 

GOAL: >80% 

Program Measures 

1 . Percent of SQ/D patients who are assigned to a primary care provider. 

GOAL: 90% 

2. Established use of an appropriate functioital outconne measure (such as FIM) for SCI/D 
patients. 

GOAL; 100% 

3. Percentage of eligible veterans with a diagnosis of SCI/D who used a VISN SCI support 
clinic or center in 1S>96. 

GOAL: Exceed FY 95 Baseline 

4. Percentage of SCI/D padents witii semi-em^ent conditions admitted to an SCI Center 
within 2 weeks of acceptance. Semi-emergent conditions and triage criteria wiU be defined. 

GOAL: >95% 
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SUBSTANCE ABUSE SERVICES 

The mission of tbe Substance Abuse Sovictt Ftogram b to provide programs diat ideotify, 
manage and treat substance use disorders. This is aceoizqrlisbed by providing eaity intervention, 
stabilization (including detoxification) and rehabilitation services, continuing care and 
monitoring services, staff education, and research. 

Popnladon Measures 

1. The percentage of patients with active substance abuse who enter substarrce abuse treatment 
within 3 days of discharge firom a hospitalization (including detoxification). 

GOAL: 70% 

2. The total number of patients in qiecialized acute, residentiiiL domiciliaty or ambulatory 
substance abuse care as a percentage of the total number of patients in care at the medical 
center. 

GOAL: No decrease fiom prior fiscal year 

3. The percentage of patients with a positive alcohol abuse screen in primary care settittgs who 
are abstinent at O-mxmth follow-up. 

GOAL: 60% 

Program Meastrrres 

1. For patients disduuged fiom specialized acute care, residential and domidliaiy substance 
abuse bed sections (whose entire index episode of irrpatient care is in a substa^ abtrse bed 
section): 

a. percentage of patients who obtain two or more substance abuse or mental health 
outpatient visits in the 30 days after discharge. 

GOAL: 70% 

b. Number of days between discharge fiom inpatient care and the first visit 

GOAIr 7 days or less 

2. Percentage of patients admitted directly to specialized substance abuse outpatient care who 
have two or more additional specialized ou^atient substance abuse clinic contacts in fire 
subsequent 30 days. 

GOAL: 70% 

3. The number of patients in specialized ouqiadent substance abuse as a percentage of the 
number of ouqiatients. 

GOAL: No decrease in % fiom previous fiscal year. 

4. The number of specialized outpatient substance abuse visits as a percentage of total 
outpatient visits. 

GOAL: No decrease in % fiom previous fiscal year. 
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local agracies, as well as e ommiini ty gon pio&t organizatioos and private entities. 

Populatian Measnres 

1. Percentage ofveteians who acquired secure living anacgements at discliaige from a 
domiciliary or a residential treatment p rogra m . 

GOAL: 40% 

2. Percentage of veterans who obtained employment at discharge &om a domidliazy or 
residential treatment fadlity. 

GOAL: 18% 

3. Percentage of veterans who acquired secure living arrangements at 6 months and 1 year after 
entry into the VA Supported Housing (VASH) Program. 

GOAL: 80% 

4. Percentage of veterans identified on the annua] homeless census who rec^e a psychiatric 
outpatient visit witlun 30 days of discharge from an inpatient setting (from Health Plan 
Employer Data and Information Set (HEDIS) 2.5). 

GOAL; >45% 

Program Measures for Domiciliary Care for Homeless Veterans Program (DCHV) 

1 . Annual Turnover Rate of homeless veterans per DCHV bed per year which is defined as the 
number of discharges (determined by the number of monitoring forms received at NEPEC for 
which the discharge data falls within a given fiscal year) divided by the number of 
operational beds (as determined by an ammal survey conducted on Sqitember 1st of each 
year). 

GOAL: >1.4 

2. Percentage of homeless veterans successfully completing DCHV treatment 
GOAL: >38% 

3. Improvement in alcohol problems of veterans from the time they entered DCHV treatment to 
the time of discharge. 

GOAL; >57% 

4. Improvement in drug problems of veterans from the time they entered treatment to the time 
of dischiuge. 

GOAL; >55% 


A-20 


452 


VHADIRECIIVE96^1 
August 14, 1996 


Program Measures for Health Care for Homeless Veterans (HCHV) 

1. Number of literally homeless veterans lecriving intake assessments per dinical FTtiE. 

GOAL: >52 per year 

2. Number of unique homeless veterans treated in an HCHV Itegram per dinicd FTEE per 
year. 

GOAL: >100 

3. Percentage of homeless veterans successfully completing residential treatment programs. 
GOAL: >30.4% 

4. Percentage of veterans referred for follow-up treatment at die time of discharge from 
residential treatment 

GOAL: >60S% 

5. Inqirovement in alcohol problems of veterans treated from the time they entered residenM 
treatment to the time of disdiarge. 

GOAL: >525% 

6. Percentage of veterans scaring equal or better in substance abuse symptoms as measured by 
the Alcohol and Drug Subscales of the Addiction Severity Index (ASI) 6 months and 1 year 
after entering the VASH program. 

GOAL; 69% 

7. Number of days hospitalized in the 6 months after discharge of veterans identified on the 
annual homeless census. 

GOAL; <14 days 
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WOMEN VETERANS HEALTH PROGRAM 

The mission of the Women’s Veterans Health Program is to ensure equity of access to VA 
services and care for women veterans. This is accomplished through integration of clinical care, 
education, and research on women veteians-related issues. 

Population Measures 

1. Satisfaction with VA services. 

GOAL: Rrdings comparable to men 

2. Percentage of tqtprppnate women 50-69 years of age receiving mammogrqihy within the last 
2 years. 

GOAL: 100% 

3. Percentage of ^propriate women <65 years of age receiving cervical cancer screening within 
the last 36 months. 

GOAL 100% 

Program Measures 

1 . Number of focus groups conducted in each VISN to explore ai^ gender specific differences 
in customer satisftetion measures. 

GOAL ->l/year 

2. Percentage of contracting pathology laboratories reviewing Pap smears that are accredited by 
CAP and bold a CLIA certificate. 

GOAL 100% 

3 . Percentage of on-site pathology laboratories reviewing Pep smears that are accredited by 
CAP and percent of pathologists enrolled in the National Cytopatbology Proficiency 
Program. 

GOAL 100% 

4. Percentage of women veterans receiving notification of Pap sniear findings within one month 
of performance of the test. 

GOAL 100% 

5. Percentage of on-site mammography units accredited. 

GOAL 100% 

6. Percentage of women receiving mammograms notified of results within 1 month. 

GOAL 100% 
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VHA DIRECTIVE 97-008 


Department of Veterans Affairs 
Veterans Health Administration 
Washington, DC 20420 February 19, 1997 

VHA’S SERVICE EVALUATION AND ACTION TEAM 

1. PURPOSE: The purpose of this Veterans Health Administration (VHA) Directive is to 
establish a Service Evaluation and Action Team (SEAT) within each Veterans Integrated Service 
Network (VISN) ofQce to enhance VHA’s responsiveness to patient needs and service 
satisfaction. The SEAT will provide a mechanism for each VISN ofBce to continually assess 
opportunities to enhance the effectiveness of Department of Veterans Affairs (VA) clinical 
programs and to respond to veterans’ concerns. The SEAT enables all medical center Directors, 
VISN Directors, and VHA Headquarters' program staff to track trends in customer concerns and 
complaints and to conduct a self-assessment on a periodic basis. The initial SEATs will be 
piloted with Persian Gulf Veterans Programs and, if successful, eiqtanded to other program areas 
in the future. 

2. POLICY: All VISN OfSces will implement a SEAT not later than March 1,1997. 

3. ACTION 

a. Each VISN director will appoint the members of the Network SEAT. Membership shall 
include, but is not necessarily limited to, the foUovnng: 

(1) The VISN Clinical manager, who will serve as Chairperson of the SEAT; 

(2) A veterans service organization representative; 

(3) A VA medical center Chief of Staff; 

(4) A VA medical center patient representative and/or advocate; 

(5) A Persian Gulf Registry physician; 

(6) A Vet Center representative; 

(7) A quality improvement manager; and 

(8) A regional veterans benefits counselor. 

b. The SEATs will listen to and monitor trends in veterans’ (individual or group) concerns 
about health care access, appropriateness, quality and fulfillment of VA program mandates 
wi thin the VISN or at its medical facilities. The information gathered on repotted concerns and 
recommendations for favorable resolution will be referred to local medical facility staff for 
action. The SEAT will monitor such action and results. The goal of each SEAT referral is to 
improve co mmuni cation with veterans, their Emilies, and other stakeholders, where possible, to 
improve the responsiveness of VA health care delivery. 


THIS VHA DIRECTIVE EXPIRES JANUARY 30, 1998 
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c. Requests and referrals to the SEAT for action can be made by veterans, veterans service 
organizations, VA hotline staff, veterans benefits counselors, VA regional offices and others. 

The SEAT will also receive input from national and local customer satisfaction and quality 
improvement programs. 

d. SEAT referrals and resulting actions will be tracked and reported on a quarterly basis to the 
VISN Director. 

4. FOLLOW-UP RESPONSIBILITY: The Chief Network Officer (ION) is responsible for 
the contents of this directive. Questions on Persian Gulf War Veterans Programs can be directed 
to the Office of Public Health and Environmental Hazards (13), VA Central Office, 810 Vermont 
Avenue, NW, Washington, DC, 20420. 

5. RESCISSION: This VHA Directive will expire lanuary 30, 1998. 



'Hi; — 


Kenneth W. Kizer, M.D., M.P.H. 
Under Secretary for Health 


DISTRIBUTION: 


CO: E-mailed 2/19/97 

FED: VISN, MA, DO, OC, OCRO and 200-FAX 2/19/97 
EX: Boxes 1 04, 88, 63, 60, 54, 52, 47 and 44 - F/AX 2/19/97 
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DEPARTMENT OF VETERANS AFFAIRS 
Veterans Health Administration 


Washington DC 20420 


IL 10-97-014 
In Reply Refer To: 131 

March 18, 1997 

UNDER SECRETARY FOR HEALTH’S INFORMATION LETTER 
VHA’s SERVICE EVALUATION AND ACTION TEAM (SEAT) 

1 . The Service Evaluation and Action Team (SEAT) Program was developed and approved on 
January 6, 1997. The final program plan including the purpose, policy, and required actions and 
responsihilities was presented by the Under Secretary for Health to the Directors of the 22 
Veterans Integrated Service Networks (VISNs) on January 22, 1997. 

2. Veterans Health Administration (VHA) Directive No. 97-008, February 19, 1997, establishes 
a SEAT within each VISN office to enhance VHA’s responsiveness to patient needs and service 
satisfaction. The SEAT enables all medical center Directors, VISN Directors, and program staff 
at VHA Headquarters to track trends in customer concerns and complaints and to conduct an 
evaluation on a periodic basis. The SEAT provides a mechanism for each VISN office to 
continually assess opportunities to enhance the effectiveness of Department of Veterans Affairs 
(VA) clinical programs and to respond to veterans’ concerns. The initial SEATs will be piloted 
with Persian Gulf Veterans Programs and, if successful, expanded to other program areas in the 
future. 

3. The SEAT will receive input fi-om national .sukI local customer satisfaction surveys, the 
patient representative tracking program, veterans, veterans service organizations, helpline 
inquiries, and quahty improvement programs. The Chairperson of the Network SEAT is 
responsible for collecting data obtained from these sources and maintaining this information at 
the VISN office. Each Network SEAT Chairperson is encouraged to process this aggregate 
information (by issue, by service, or by gender), and submit a consolidated quarterly report to 
their respective Network Director. A copy of this quarterly report needs to be submitted through 
the Cluef Network Office (lONC), to Environmental Agents Service (131), VHA Headquarters, 
810 Vermont Avenue N.W., Washington, DC 20420. 

4. SEATs are being formed to; 

a. Improve the responsiveness of VA health care delivery; 

b. Improve conununication with veterans, their families, and other stakeholders, where 
possible; and 

c. Listen to and monitor trends in veterans’ (individual or group) rxmeems about health care 
access, appropriateness, quality and fulfillment of VA program mandates within the VISN or at 
its medical facilities. 
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5. The teams, are comprised of at least eight members, representing a variety of disciplines and 
interests, including veterans, quality improvement specialists, patient representatives and 
clinicians. 

6. The information gathered on reported concerns, and recommendations for favorable 
lesolution, will be referred to local medical facility staff for action. The SEAT monitoring of 
such action and results will allow VAH to continuously improve and enhance Persian Gulf 
Programs in the future. 




Kenneth W. Kizer, M.D., M.P.H. 
Under Secretary for Health 


DISTRIBUTION; 


CO: E-maUed 3/19/97 

FLD: VISN, MA, DO, OC, OCRO and 200-FAX 3/19/97 
EX: Boxes 104, 88, 63, 60, 54, 52, 47 and 44 - FAX 3/19/97 
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Department of Veterans Affairs M-10, Part III 

Veterans Health Administration Change 2 

Washington, DC 20420 

March 21, 1996 

1. Transmined is a change to the Department of Veterans Affairs (VA). Veterans Health Administration 
manual M-t 0. "Environmental Agents Service,* Part III. "Persian Gulf Program." 

2. Principal change is the addition of the new Chapter 5. "Persian Gulf Registry III Specifically lor 
Spouses and Children ol Persian Gulf War Veterans." 

3. Filing Instructions 


R«move pages 

Insert pages 

fii through Iv 

Si through iv 

2-3 through 2-7 

2-3 through 2-7 

2A-3 through 2A-4 

2A-3 through 2A-4 

2&’1 through 2B-2 

2B-1 through 2B-3 

2C-7 through 2C-19 

207 through 2C-1 9 

2F-1 through 2F-4 

2F-1 through 2F-4 

3B-1 through 3B-4 

3B-1 through 3B-4 

5-i 

5-1 through 5-3 

5A-1 through 5A-3 
5B-1 through 5B-17 
501 through 505 
501 through 5010 
5E-1 


4. RESCISSIONS: None. 

Kenneth W. Kirer. M.D.. M.P.H. 
Under Secretary for Health 

Distribution: RPC: 1323 
FD 

Printing Date: 3/96 
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M-10. Part III 
Change 1 

September 14, 1995 


1. Transmitted is a change to the Oepanmem of Veterans Affairs (VA), Veterans Health Administration M- 
10. “Environmental Agents Service," Pan III. ‘Persian Gulf Program 

2. Principal changes are 

a. Appendix 2A: This Change adds to “Definitions and Acronyms". "PhP, Reproductive Health 
Problems," 

b Appendix 2C Changes the vha manual references for pseudo Social Security Numbers, Facility, 
County and State Codes 

c. Appendix 2D: Changes to the "Reporting Requirements," specifies date of the discontinuation of 
VA Form 10-9009 A. Persian Gulf Code Sheet, dated December I99i. and the date of implementation of 
VA Form 10-9009A. Persian GuH Code Sheet, dated July 1995. 

d. Appendix 3A: Changes the “Uniform Case Assessment Protocol (UCAP)” which provides 
additional elements for the evaluation of Persian Gulf veterans with complaints of Reproductive Health 
Problems (RHP). 

3. Filing Instructions 


Remove pages 


Insert pages 


2A-3 through 2A-4 
2C-1 through 2C-2 
2D-1 through 2D-4 
3A-3 through 3A-4 


4. RESCISSIONS None 


2A-3 through 2A-4 
2C-1 through 2C-2a 
20-1 through 20-4 
3A-3 through 3A-5 



Kenneth W. Kizer. M.D.. M P.H. 
Under Secretary for Health 


Distribution RPC; 1323 
FO 


Printing Date. 9/95 
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**•10, Part n 
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CHAPTER 1. PERSIAN GULF REGISTRY (PGR) PROGRAM 

1.01 PURPOSE 

a. This chapter provides procedures to establish a Persian Gulf Registry (PGR) Program at all Department of 
Veterans Affairs (VA) health care facilities for concerned participants of ‘Operation Desert Shield /Storm.' 

1.02 BACKGROUND 

a. According to the Department of Defense (DOO) approximately 690.000 Amehcan servicemen and women 
were involved in the Persian Gulf War. There may be a substantial number of troops actually expose'd to unignited 
petroleum and/or smoke from the sabotage of Kuwaiti oil wells by retreating Iraqi forces as well as other industrial 
and environmental hazards. 

b. Establishment of a PGR will assist VA in initiating a program to identify possible diseases which may result 
from service of United States (U S.) military personnel in certain areas of Southwest Asia (see par. 2.02). These 
diseases may be endemic to the area or due to hazardous exposures, including heavy metals. Furthermore, air 
pollutants, i.e., carbon monoxide sulfur oxides, hydrocarbons, particulate matter, and nitrogen oxides, singly or In 
combination, can cause chronic as well as acute health problems. 

(1) These health problems may include: 

(a) Chronic bronchitis, 

(b) Chronic obstructive pulmonary disease, 

(c) Pulmonary emphysema. 

(d) Bronchial asthmas, and 

(e) Lung cancer. 

NOTE: U.S. veterans who served in the Persian Gulf theatre of war are henceforth in M-IO. Part III, referred to 
as Persian Gulf veterans. 

(2) Persian Gulf veterans have reported a wide variety of symptoms and exposures as a consequence of 
Persian Gulf service. These include, but are not limited to exposure to; 

(a) Oil. smoke and other petrochemical agents: 

(b) Leishmaniasis (Sand flies): 

(c) Pyridostigmine bromide, malaria prophylaxis and other prophylactic drug treatments; 

(d) Depleted Uranium (DU); 

(e) Inoculations (Anthrax, botulism, etc.): 

(f) Pesticides: 

(g) Diesel and jet fuels and other petrochemicals and solvents: 

(h) Chemical Agent Resistant Compound (CARC) paint: 

(I) Chemical and/or biological warfare agents; and 
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(j) Contaminated food and water obtained in the Persian Gulf. 

(3) The following symptoms have been reported by a number of Persian Gulf veterans; 

(a) Gastrointestinal problems: 

(b) Flu-like conditions: 

(c) Skin rashes; 

(d) Sinus congestion, post nasal drip; 

(e) Joint pains and/or muscle soreness; 

(f) Hair loss; 

(g) Headaches: 

(h) Memory loss; 

(i) Chronic fatigue; 

(j) Thickened saliva; 

(k) Loose teeth, sore and/or bleeding gums; 

(l) Dizziness, vertigo; 

(m) Sleep disturbance; and 

(n) Other symptoms and/or exposures. 

(4) During the examination process, these exposures and health conditions will be identified and documented 
in the Consolidated Health Record (CHR) and VA Form 10-9009A(July 1995), Persian Gulf Registry Code Sheet. 

c The creation of a registry containing medical and other data on exposed veterans will signal VA's 
commitment to address questions concerning possible future effects of air pollutant exposure, other environmental 
agents, and serve as the basis for future medical surveillance. NOTE: VA is in the process of requesting 
support for future computerization of this registry. 

1.03 AUTHORITY AND HEALTH CARE SERVICES PROVIDED 

Title 38, United States Code (U S.C.) Chapter 17. Section 1710, provides for health care only, and a 
determination that the veteran is eligible for such care does not constitute a basis for service-connection or in any 
way affect determinations regarding service-connection. 

a Health care services will be provided to veterans who while serving on active duty in the Southwest Asia 
theater of operations during the Persian Gulf War may have been or were exposed to a toxic substance or 
environmental hazard Verification of service in the Persian Gulf during the Persian Gulf era (August 2. 1990 - no 
ending data established by law) will be required. Inasmuch as VA presumes that a veteran was exposed to a toxic 
substance or environmental hazard during any service in the Persian Gulf, a verified claim of such in-country 
service constitutes the required contention of exposure and establishes eligibility for medical care within these 
provisions. 
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b. Authorized health care services are limited to: 

(1) Hospital, nursing home care and outpatient care in VA facilities on a pre- or post-hospitalization basis or to 
obviate a need for hospitalization. 

(2) Such health care services will be provided wi^out regard to the veteran's age, service-connected status or 
ability of the veteran to defray the expenses of such care. 

(3) Veterans furnished outpatient care under this authority will be accorded priority ahead of most other non 
service-connected veterans and equal to former Prisoners of War who are receiving care for non service- 
connected conditions. 

(4) Congress made it clear that this authority provides for health care only, and that a determination that the 
veteran is eligible for such care does not constitute a basis for service-connection or in any way affect 
determinations regarding service<onnection. 

NOTE: Health care services may not be provided under this authority for the care of conditions which 
are found to have resulted from a cause other than the specified exposures 

1.04 HEALTH EVALUATION 

a. Veterans claiming health conditions related to exposure to toxic substance or environmental hazard will be 
evaluated clinically by means of a physical examination and appropriate diagnostic studies (see Ch. 2. App. 2B). 
Where findings reveal a condition requiring treatment, the responsible staff physician shall make a determination 
as to whether the conditions resulted from a cause not related to Persian Gulf Service 

b. In making this determination, the physician will insider the following types of conditions which are not 
ordinarily considered to be due to toxic substances or environmental hazards: 

(1) Congenital or developmental conditions, e.g., spina bifida, scoliosis. 

(2) Conditions which are known to have existed before the Persian Gulf. 

(3) Conditions resulting from trauma, e g., deformity or limitation of motion of an extremity. 

(4) Conditions having a specific and well-established etiology: e.g.. tuberculosis or gout. 

(5) Common conditions having a well-recognized clinical course, e.g.. inguinal hernia or acute appendicitis. 

1.05 EXCEPTIONS TO SERVICES 

a. Although the types of conditions listed in paragraph 1.04 are not ordinarily considered to be due to a toxic 
substance or environmental hazard, if the staff physician finds that a veteran requires care under this provision for 
one or more of those conditions, the physician should seek guidance from the Chief of Staff (COS) and the 
Veterans' Registry Physician (VRP) regarding the authorization for treatment 

b. The decision and its basis will be clearly documented in the medical record or chart by the VRP 

c. Veterans who are not provided needed medical care under these provisions may be furnished care if they 
are eligible under other statutory authority 

d. All non service-connected Persian Gulf veterans who respond affirmatively to the exposure question are 
means tested before being seen by a physician 
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1.06 RESPONSIBILITIES 

a. A PGR will be established modeled after the Agent Orange and Ionizing Radiation Registries. All VA facility 
staff are to be alerted of the PGR through appropriate internal communications, e g., medical center memoranda 
providing names, locations, and office telephone numbers of the Veterans' Registry Physician (VRP) and the 
Veterans’ Registry Coordinator (VRC). 

(1) The PGR is the responsibility of VA Central Office Environmental Agents Service (EAS), in coordination 
with: 

(a) VRPs; 

(b) VRCs; and 

(c) The VA Austin Automation Center (AAC). Austin. TX 

(2) It will consist of medical examinations and other data of concerned Persian Gulf War participants. The 
PGR will be the most effective means of identifying such concerned veterans. 

b. The EAS has the responsibility to develop, coordinate, and monitor Veterans Health Administration (VHA) 
activities relating to the Persian Gulf issue All policy and clinical questions relating to the identity of possible 
diseases which may result from service of U S. (Unit^ States) military personnel in certain areas of Southwest 
Asia should be referred to EAS. 

c. The VRP and VRC at each VA facility will assume respective responsibility for coordinating the medical and 
administrative aspects of the registry. The VRP, VRC, and other medical center staff, will play a key role, 
beginning wiU) the initial contact in: 

(1) Providing registry participants with medical exanf>inations and necessary treatment where medically 
indicated for eligible veterans; 

(2) Advising veterans of examination results, and 

(3) Submitting properly completed code sheets to the AAC. 

d. There will be a time lapse between the date of examination and the processing of examination results. 
Accordingly, analyses used in speeches or presentations should be qualified to avoid misleading or misinforming 
the audience. 

1.07 MEDIA AND OTHER EXTERNAL CONTACTS 

a. Media Contacts. Reports of Contact from vanous media sources (e g . radio, television, newspapers, etc.) 
concerning PGR Program activities will be referred by phone to the facility Public Affairs Officer. Interviews should 
not be given unless approved by the medical center Public Affairs Officer who may appropriately coordinate 
response with the regional VA public affairs representative. 

b. Contacts to Advise Centers of “Special Cures” for Persian Gulf'Related Illnesses. Medical centers 
can expect, on occasion, to be contacted by private sector physicians, researchers, and the general public with 
information regarding ‘quick cures* for Persian Gulf-related illnesses. Such individuals should be advised that 

(1) There are medically accepted mechanisms to introduce new clinical treatments; 

(2) All new treatments suggested must be reviewed by a formally designated and staff Human Subjects 
Review Committee; 

(3) It is important to have independent confirmation of treatment efficacy; 
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(4) Provisions exist to permit the originator of new therapies to retain professional credit and be appropriately 
compensated: and/or 

(5) The individual might want to consider presenting the 'new approach’ at a VA or medical school Grand 
Rounds or Staff Review Committee meeting. 

1.08 SPECIAL HEALTH NEEDS OF PERSIAN GULF FEMALE VETERANS 

VHA is committed to providing for the physical and psychological treatment needs of women veterans who 
have been sexually or physically abused, or engaged m combat. 

a. The VRP should be aware of and sensitive to the needs of Persian Gulf women veterans who were’ 

(1) Raped; 

(2) Otherwise sexually assaulted, 

(3) Sexually harassed; 

(4) Combatants during military service, or 

(5) Prisoners of War, 

b. This can lead to long-term psychiatric and psychosomatic sequelae. When a problem is detected, 
appropriate counseling and psychotherapy must be provided. ' 

NOTE: Since this is a highly specialized area, it may be necessary to make appropriate referral to other 
VA or private sector providers. This should be reported on the CHR as well as under Item 32. Part II of 
VA Form 1 0-9009 A (July 1995), Persian Gulf Registry Code Sheet. Phase I 
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CHAPTER 2. PHASE i. PERSIAN GULF REGISTRY (PGR) EXAMINATION 


2.01 PURPOSE 

This chapter sets forth clinical and administrative policies related to the maintenance of Veterans Health 
Administration's (VHAs) Persian Gulf Registry (PGR) Program for physical examinations of concerned veterans. 

2.02 ELIGIBILITY CRITERIA 

The Department of Veterans Affairs (VA) will provide a PGR examination to veterans who served on active 
military duty in Southwest Asia during the Persian Gulf War between August 2, 1990. and the official termination 
date (to be established). Active duty military personnel who served in Southwest Asia are encouraged to 
participate in the PGR program, (see par. 2.07). 

a This would include service in one or more of the following areas. 

(1) Iraq; 

(2) Kuwait; 

(3) Saudi Arabia; 

(4) The neutral zone (between Iraq and Saudi Arabia); 

(5) Bahrain; 

(6) Qatar 

(7) The United Arab Emirates; 

(8) Oman: 

(9) Gulf of Aden. 

(10) Gulf of Oman; and 

(11) Waters of the; 

(a) Persian Gulf. 

(b) Arabian Sea; and 

(c) Red Sea. 

NOTE: Medical Administration Service (MAS) should be consulted to determine whether each veteran 
applying for this examination meets pertinent eligibility requirements 

b. Eligible Persian Gulf veterans applying for treatment m a VA medical center and/or outpatient clinic should 
be encouraged to undergo an initial (i.e . ‘'first-time') PGR examination The protocol for conducting the physical 
examination and ordering diagnostic studies is contained m Appendix 28. 

c. Veterans should be advised that examination or treatment does not constitute a formal claim for 
compensation. 
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(1) Although the results of a PGR examination may be used to support a compensation claim, the examination 
will not in and of itself be considered such a claim. 

NOTE: If a compensation examination is performed for a Persian Gulf iVar veteran and the veteran 
requests inclusion in the PGR, it is not necessary to schedule an additional registry examination as long 
as the information is sufficient to adequately complete the PGR code sheet for submission to the Austin 
Automation Center (AAC). 

(2) Veterans who wish to submit a claim for conditions possibly related to Persian Gulf service should do so via 
the normal claims process through a Veterans Benefits Counselor {VBC) at the nearest VA medical center or 
regional office. 

2.03 PROGRAM MANAGEMENT 

For current information and program activities. Veterans' Registry Physicians (VRPs), Veterans' Registry 
Coordinators (VRCs) and MAS employees should receive and familiarize themselves with quarterly mailouts and 
various materials distributed by VA Central Office. In addition, alt program officials should attend the periodic 
Environmental Agents Service (EAS) conference calls from VA Central Office 

2.04 RESPONSIBILITIES 

The VRP, or designee, VRC and MAS staff play a significant role in determining the perceptions veterans have 
concerning the quality of VA health care services and of their individual treatment by VA health care providers. 

a. VRP Responsibilities . The VRP. or designee, is responsible for clinical management of the veteran on the 
registry and will serve as their primary health care provKler unless another has been assigned. The VRP serves in 
an advisory capacity for the administrative management of the program. The VRP should be the person to 
discuss with the patient the results of the examination(s) as well as providing follow-up visits and/or possible 
referrals to other tertiary medical centers or Persian Gulf Referral Centers (PGRC). Major essential 
responsibilities include; 

(1) Counseling the veteran as to the purpose of the physical examination; 

(2) Providing focused initial examination and continuum of care to those symptomatic veterans experiencing 
multiple symptoms after their Persian Gulf experience; 

(3) Conducting and documenting the physical examination in the medical record or Consolidated Health 
Record (CHR) at the time of the visit; 

(4) Providing a complete medical history Including: 

(a) Family; 

(b) Occupation; 

(c) Social, including tobacco, alcohol, and drug use. 

(d) Civilian exposure to possible toxic agents. 

(e) Psychosocial condition; and 

(f) Review of systems. 

(5) Completing Part II (Phase I) and III (Phase II) of VA Form 10-9009A (July 1995). Persian Gulf Registry 
Code Sheet, and reviewing Part I and completing that section, if necessary. 
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(a) Reviewing the code sheet to further ensure the form’s completeness, the clinical examiner will 
review the code sheet and, if necessary, obtain and record any missing Mcirmalion from the veteran. 
NOTE: Code sheets should be transmitted to AAC no later than 25 wodong days after initia/ examination. 

(b) Inquiring whether any of the veteran's natural children have any birth defects and noting in Item 22 
andiheCHR. 

(6) Reviewing records of every Persian GuH veteran examined to ensure that a complete physical 
examination was performed arxl documented: 

(7) Personalty discussing with each veteran the findings of the physical examination and completed 
diagnostic studirts. The interview win be conducted in such a way as to encourage the veteran to discuss 
any health concerns, as well as concerns expressed by family members; 

(8) Personally discussing each veteran’s need for a follow-up examinabon either recommended by 
VRP or requested by the veteran; 

(9) Documenting these rfiscussions andfor findings in each veteran’s CHR 

(t 0) Encouraging the veteran to contact VA medical center to indude additional diagnoses in CHR and 
PGR If the veteran is subsequently diagnosed with a significant health problem by a noivVA physician. 
This new diagnosis must be submitted under non-VA physician's signature and on official letterhead. A 
code sheet identified as, folldiv-tip examination, Type C, wo be completed wbh this diagnosis and 
subsequently forwarded to AAC for Indusion In PGR. 

(1 1) Preparing and signing a fOlIow-up letter to each veteran ai^lainjng the resuRs of the examination 
and assodatad laboratory tests. NOTE; Sample hHoenpleUais are pmAled In Appanitx 20. 

(a) These Mtars are to be maled to tha veteran wRhIn 2 weeks of die MBal examination appolntmerit 
and foUovKto examination when a new diagnosis is delannined. The only excapOon to this Umeframe wB 
be when a consultation at a specialty clinic b requested as part of the kinal examination process. Thb 
exception suspends, but does not remove the requirement ior the toOowstplelter. The folkMHjp letter b 
to be sent no later than 2 weeks after the oonsultaSoa 

(b) A copy of thb dated and signed letter wO be filed In the veteran's CHR 

(c) It b essential that thb letter be written in language that can be easily understood by the veteraa 
Inappropriate wording could unduty alarm or confuse the veteraa A great deal of sensitivity and care 
should be exercised in the preparation of thb correspondence. 

(d) The letter win explain that 

1. If the veteran who was examined has no detectable medical problems, the follow-up letter should so 
indicate and suggest that the veteran contact the nearest VA health cars facility H health problems appear 
later, 

2- If it b determined upon examination that the veteran does have merfical problems, it b not 
necassary to specify the problems in the letter. 

8. The veteran should be advised in the lener that the recent examination indicated a health condition 
or problem which may require further examination anrdfor treatment 

4. If the veteran b eligible for VA medieal treatment the lener should so advbe and recommend that 
the veteran seek follow-up medical care at the VA medical facility. 
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g. If the veteran is not eligible for treatmerrt. ^ iener should so advise and recommend that the 
veteran seek appropriate medical care elsewhere. 

g. The examination does not automatically initiate a daim for VA benefits. For information relating to 
claims, refer the Persian Gulf veterans to a VBC at the nearest VA medical center or regional office. 

7. The results of the examination wiB be mairrtained by VA and will be available for future use as 
needed; and 

g. If the veteran changes place of residence, the veteran should provide the new addr^ to the VRC 
to be recorded on a computerized record or card file and included on a corrected code sheet (Type ”E* 
examination code) for submission to AAC. 

b. Veterans* Registry Coordinator fVRCI Resoonstbintles 

(1) The VRC ts responsible for the administrative management of the program, induding: 

(a) Scheduling of appointments; 

(b) Monitoring timeframe oompGance; 

(c) Reviewing reooojs for aocmcy and ooopleteness; and 

(d) Colectlng data for reporting purposes. 

(2] ThaVRCisresporisfoleforthofoOowins; 

^ ScheduBno. FadCtfes should make ovary effort to give each veteran a PGR examinatfon wfthin 30 
days of the request date. If numerous oonsuttaSons are required, al of these should be schedited on the 
same day. vrfienever possbie, so that the veteran wBI not be unduly inoonvenlenoed. When It b not 
possble to provide afl oonsultations on the same day. the VRCVScheduler should work with the veteran to 
minimize rfsruptlons in the veteran's fife, tf a mecScal center falb to meet the tfane standard of 30 calendar 
days from date of request, the mecSoai center Director in coorcfinaHon with the Regional Office Director 
Shan work together to explore all aftemativec Ldn referrals to other VA bcffities. additkxial staff hours to 
perform these examinations; and the possfoRty of the use of fee-basis sources or contracting out some or 
al examinafioRs with volume health care providefs. to bring the medical center in fine with the time 
standard. 

2. ObsemiratinQ Information. H b Imp ortant that each Persian Guff veteran be fofly advbed of the 
PGR examination. Fadiity staff are encouraged to fully communicate all aspects of the F^R examination 
by any appropriate means. The foUowing attematives might be considered: 

a. Upon distribution by VA EAS, provide each Persian Gulf veteran reporting to the outpatient area, 
with a VHA Headquarters (131) handout. *VA Persian Gulf Veterar^’ lllnessas, Questions and Answers,* 
information Buliettn 16 tO-41, describing the purpose of the examination and its limitations. This can be 
further ctartfied by the examining phystcian prior to and durir^g the course of the physical exammation. 

b. VRCs will also provide each veteran with a brief oral explanation of the purposes of the PGR and 
the examination process and respond to any questions the veteran might have. Thb can be 
accomplished during the VRCs initial corrtact with the veteran. 

£. Computerized Record or Card File . A computer recoid Of card file will be established to include data 
on all registry participants. Each computer record or card file should include veteran's full name, address, 
telephone number, date of birth. Social Security Nurrbef (SSN). date of initial examination and date(s) of 
subsequent follow-up examination(s). NOTE : TT»« record will supped the staUstks induded in the Bt- 
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monthly Report of Persian Guff War Veteran Registry Examinations (RCS 10-0860). fn addition to other 
information updates, every effort should be made by the VRC to maintain the veteran's current address in 
the computer record or card file for outreach purposes. VHA Headquarters is in the process of 
establishing a VA system-wide computerization of this card Hie. 

2- Code Sheet Completion 

3 . The VRC. Of designee, will complete Part I of VA Form lOSOOSA. and will ensure that all 
information is entered on the code sheet before the veteran is referred to the clinician for the examination. 

The VRP will complete Part II and HI of VA Form 10-9009A. (Refer to instructions and sample code 
sheet in App. 2C). 

g. In the event that a veteran requests a PGR examir^tion but does not wish to be ir^luded in the 
registry database, a registry examination should be performed. Item 32. *Remar1<s,* should indicate the 
current date and note that the veteran chose rK)t to participate in the registry. This code sheet should be 
filed in veteran's CHR. Oo not submit code sheet to the AAC. 

2.05 CONSOUOATEO HEATH RECORD (CHR) 

The VRC wfli ensure that a CHR on each registry participant b created if one does not already exist 

a. Afl Persian Goff veterans partldpating in the regts&y wOl have a VA Form 10-90098 (Persian Gulf 
Identification Sticker) affixed to their CHR. VA Form 10-00098 should be affixed to the front of the record 
in the lower left-hand corner of the Service oomectetf* block. 

b. These Persian Gulf registry records are subject to the same retention and dispositioo policies as 
other medical record files. Le^ Records Control Schedtie 10-1. 

2.06 INCARCERATED VETERANS 

VA medical facffities can provide assistance to per>al authorities or Institutions, which agree to provide 
examinatiorts to veterans, without reimbursement from VA, lor purposes of entry in the PGR. 

a. Copies of directives, code sheets, etc« win be provided to penal institutions upon request 

b. Penal authorities must be advised at the time of such requests that the results of the examinations 
provided at their institutions must be returned to the VA medical fadGty of jurisdiction for inclusion, in the 
veteran's behalf, in PGR and in the veteran's CHR. 

2.07 VETERANS WTTH OTHER THAN HONORABLE DISCHARGES 

The requirements of M-1. Part I. Chapter 4 . applies to veterans with less than honorable discharges 
applying for PGR examinations. 

2.08 ACTIVE Dimr MILITARY PERSONNEL 

When active duty members of the uniformed services apply to VA facsnties for a PGR examination, 
Department of Defense (000) must authorize and provi^ the appropriate DOD Form 2161, Referral for 
Civilian Care, requesting this examination or provide services under existing DOO/VA sharing agreement 
The requirements of M-l. Part I. Chapter 15. regarding the authorization and billing trom the appropriate 
branch of service will apply. Fadirties shoukj also reference the cunent directive providing the Interagency 
billing rates. 
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a. Procedures for processing the examination are the same as those for a veteran partidpating in this 
program. 

b. A military facility may perforrn the PGR examination according to VA instructions or the 
corresponding military instructions. NOTE DOD has established a Persian Guif Hot Une, /e/ephone 
number 1 ’800-796-9699 to direct active duty personnel to military hospitals hr medical exarrunations and 
provide other related information An additional telephone nomOer has been established (1-600^72- 
6719) for Persian Gulf War veterans to call with their recollection of "incidents’ that might be related to 
health problems. 

c. Military facilities may obtain the pertinent VA administrative issue and appropriate fonns from the 
nearest VA facility. The VA Medical Center. 60 Irving Street. N.W., Washin^on, DC 20422. Attn: 
Persian GuK Coordinator (136), is the processing center for all active duty members of uniformed services 
stationed overseas . Military facilities will complete code sheets with exception of the following which will 
be filed in by VA coding derks: 


Blocks 


Code Identifier 


Parti 


2 to 7 
137 to 141 


Fadtity number and suffix 
County arxj State 


d. Military fadlities wQI provide completad copies of the code sheet, physical examirtation, laboratory 
tests, etc., to the nearest VA medical center or outpatient cfinic. The VRC wiD: 

(1) Prepare a colored card (or oomputertzed facsimSe) for the file wfth similar data as for a veteran 
and label the card "Active Oitfy"; 

(2) Complete the code sheet to indude fadCty number/suftix, if applicable, county and state codes. 

(3) Submit code sheet to the VA Office of Ftnandal Management. AAC. 1615 Woodward Street, 
Austin. TX 78722'0001, in accordance with instiuctions; 

(4) Est^ish a CHR if one does not already exist and file the PGR examination in this (older; and 

(5) If requested, and only with written authorizatkm {release of information) from active duty member, 
VA may simply a copy of these medicai records to the milita/y facility. 

Z09 UPDATING VRP AND VRC APPOINTMEKTS 

Separate Testings of VRPs arxt VRCs are maintained within EAS. 

a. In an effort to keep these iistmgs cunrent, fadlities are required to notify the EAS of any changes in 
the status of appointments of VRP^ and/or VPOs at their respe^e fadlities. 

b. As changes in designation occur, submit in writing the name, title, mail routing symbol. FTS and 
commerdal numbers ir>dudif>g area code, to the VRC (103A}, EAS, VA Central Office, 810 Vermont 
Avenue. N.W., Washington. DC 20420 (Facsimile Number 700'565-7572). NOTE: In order to 
provide current Persian Guff information to concerned VA Registry Slaff, it is important that any changes 
in designation of VRPs or VRCs at VA fadrrties be provided to VA Central Office (103A) as they occur. 

2.10 REPORT TO AAC 

The PGR report should be prepared monthly arxj submitted to the AAC as per instaicttons contained in 
Apperxjix 20: 
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a, VA Form 10-9009A (July 1995). Persian Gulf Registry Code Sheet, and VA Form 7252. (originally 30- 
7252) Transmittal Form (or the Use in Shipment of TalxilaUng Data, should be prepared monthly and 
subovtied to AAC as pet instnjcbons cxxitainod in Appendix 2D, NOTE: T}>esa code sheets shoukl be 
subnvtted, based on the following schedule, but no later than 25 working days following inttiaf examination. 

b. The schedule of mailing dates is; 

(1) Region 1 - 6th of month; 

(2) Region 2 - 1 0th of month; 

(3) Region 3 - 1 4th of month; and 

(4) Regioo 4 - Bth of month. 
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OEPINmONS AND ACRONYMS 

1. AAC - The Offica of Financial lAanagamartt, Austin Automation Canter (AAC) was (onnarty the Data 
Piooessing Center In Austin, TX It Is the location of the computehaed registry for code sheet coOectlon and 
database entry. 

2. AMIS • Automated Management Information System. 

3. ANA -Antmudear Antibody. 

A. BAER • Brainstem Auditory Evoked Response. 

5. CAPS-PTSD • Clinical Admlnlstered-Post Traumatle Stress DIsorter. 

6. CARC • Chemical Agent Resistant Compound paint. 

7. CSC • Complete Blood Count. 

8. CHR - ConsoGdatsd Health Record • A file containing medcal records relating to patient Uentlty, dagnosis. 
prognosis or treatment at VA facility. 

8. CPK - Creatine PhosphoHnaso. 

10. CT- Computed Tomography. 

11. D.O. • Doctor of Osteopathy. 

12. OOD - Department of Defense. 

13. DOD Form 2181, *Refeiral lor Civilian Care.' 

14. DSM-IIPR - Diagnostic ertd Statlsticai Manual of Mental Disorders, Third Edition, Revised. 

15. DU - Depleted Uranium. 

16. EAS • Ertvironmerttal Agertts Service - EAS (103A]. VA Centra] Office, has the responsibility to coordinate 
end monitor alt VHA activit'es, research end otherwise, relating to the Persian Gulf Issue. 

17. ECQ - Bectrocardiogram. 

16. EEC • Electroencephalogram. 

19. EGO - Esophagastroduodenoscopy. 

20. EMG - Bectromyogram. 

21. ENG • Bectronystamogram. 

22. Ezemlnetfone 

a. InHtal The first physical exarrilnation which is completed and sent to the AAC for the purpose of entering a 
veteran into the Persian Gutt Registry system. 
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b. gQtiQwrUp . Examlnabon oerformed subsequent to the irtitiaJ (first) examination. 

23. Facility • Any VA «..rjty which provides Persian Gulf flegistr' axamir^tions to Persian Gulf veterans. 

24. Ot-OastrotntesttnaL 

25. QYN • GyrMCOlogy. 

26. HcT • Hematoertt. 

27. HgB • Hemoglobirv 

28. HIV • HumanlmrTKir>o<derider^. 

29. 1B*10-41 - VA Informatkxi Bulletin anttfod Persian Gulf Veterans’ Ulnesses, Questions and Answers.” 

30 tCO>9-CM • The international Ctassffication of Diseases. CCrtical Modification. 9th Edition provides 
standardized classification of leases. 

31. IgQ-OOgoconaL 

32. KU-KDtedfaiActloa 

33. KTO • KuwaK Theater of Operatiorts. 

34. LDH • Lactic Add Dehydrogenase. 

35. LP • Lumbar Puncture. 

36. MAS • Medical Administration Service. 

37. MIA • Missing In Actioa 

38. MOS* Mifitary Occupational Specialty. 

39. M.O. • Doctor of Medicine. 

40. MPU • Magnetic Resonance Imaging. 

41. MSLT- Multiple Sleep Latency Test 

42. NCV • Nerve Conduction Velocity. 

43. CAP - Ova and Parashas. 

44. PJL - PhysJdanl Assistant 

45. PFT • PuirTXjnary Function Test 

46. PGR • Persian GuH Registry • The PGR Is e oorT^puteri2ed index of veteran partidpents. Is managed 
centrally by the EAS In VA Central Office. The coded findings of Persian Gulf Program physical examinations 
arvl related diagnostic results are entered into t database by the AAC. 

47. PGRC • Persian Gull Referral Cerrters • Selected tertiary VA Medical Centers (Birmingham. AU Houston. 
TX; , Washington. DC; end West Los Angeles. CA). with dinical and academic expertise In such areas • 
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poimonai^ aftd mleaious diseases, immunology, neuropsychology, and loxicoiogy. where meptcai 
asststartce is provided lor those Persian Gulf veterans with symptoms whch defy explanation. 

46. Pit* Platelet 

49. PPO • Purtfted Protein Derivative. 

50. PTF - Patient Treatment File. 

51. PTSO • Post Traumatic Stress Disorder. 

52. Persian Gulf Area of Service. For eiigidUity purposes, active miRtary duty in Southv^ Asia during 
the Persian Guff War would indude service in one or more of the loOov^ areas: Iraq. Kuwait. Saudi 
Arabia, the neutral zone (between Iraq and Saudi Arabia), Bahrain, Qatar, the United Arab Emirates. 
Oman, waters of the Persian Guff. Red Sea. Arabia Sea. and Gutfs of Aden and Oman. 

53. Persian Gulf War Perfod of Service. Public Law 1 02-25 estabGshed a Persian Gutf War period of 
service which w9 affect persons serving on active duty as of August 2. 1990, with no endng date 
established by law. 

54. Records Control Schedule (RCS) 10>1. Provides Instnictlons tor record retention and dsposibot). 

55. Reports Control System (RCS) 100860. This RCS number (In new documents this RCS number 
has been reptaced by the Records Control Number (RCN)) n^lects the repor ti ng lequiremerds tor the . 
toOowing; 

a. VA Form 10-9009, Persian (aulf Registry Code Sheet. 

b. VA Form lO-OOOSc. Persian Gutf Registry Code Sheet (Spouse or ChSd of Persian (^Veteran). 

c. Persian Gutf Referral Center Monthly Report 

d. Bi-monthly Report on Persian Gutf Uniform Case Assessment Protocol. 

e. Bl-montr^ Report on Persian Gulf War Veteran Registry Examinaliorts. 

56. RCS 100875. This RCS number has been replaced by RCS 1 0-0860. 

57. RHP - Reproductive He^th Problems. 

58. SCIO- Struaured Clinical Interview for 0SM>in. 

59. SCUDS • Soviet designed surface to surface missiles. 

60. S60 • Skin Erythema Dose. 

61 . SGPT(AtT) • Transaminase Glutamic Pyruvate. 

62. SGOT(AST) • Glutamic Oxaloacetic Transaminase. 

63. SMA (6/12) • SMA is a Manufacturer's Trademark for a Chemistry Analyzer. 

54. SSN • Social Security Number. 

65. T4 - Thyroxine Total Serum. 
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66. TB • Tubercutosis. 

67. TSH -Thyroid Stimulating Hormone. 

68. UCAP- UnHorm Case Assessment Protocol. 

69. * UQV- Upper Gastrointestinal. 

70. VA - Department of V^erans Affairs. 

71. VBC- Veterans Benefits Counselor. 

72. VDRL- Venereal Disease Research Laboratory. 

73. WA« Veterans Health Administration. 

74. VRC - Veteran^ Regisfiy Coordi na lor - A norvpbysictan staff merrber responsible for the 
administrative management of the progr am at each VA fadOty. 

75. VHP -VeteransTRegistFyPhys I ctan-'nieVRPba p hy si c ian fesponsitfie tor the cinical management 
of the Persian Gifif Progm at each VA medcai tacSty. 

76. VA Form 10^0098 -hWfiWerfonStldarertBe d ^Pet^ * 

77. VA Form 30-7252 changed to VA Fonn 7252. Transmittal Form for Use in Shipment of Tabulating 
Data. 

78. WBC-WMeBtoodCefis.* 
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PROTOCOL FOR CONDUCTING THE PHYSICAL EXAMINATION 
AND ORDERING DUGNOSTIC STUDIES 

1. It is essentia) that a complete medical htstoty, physical esaminalion and interview be pedomted and 
documented on appropriate forms . The required forms that must be fully completed are: Standard Form 
(SF) 88. report of Medical Examination. Departmer* of Veterarts Affairs (VA) Fonn 1D9009A. Persian 
Gulf Registry Code SheeL and SF 509, Progress Notes (lor loliow-up). Th^ are to be maintained in the 
veletarrs ConsoDdated Health Record (CHR). NOTE: This shouki be accomplished by of under the direct 
sipervtsipn of the Veterans’ Registry Physreian (VRPj. Examination data will be recorded in the veteran's 
medical record as routinely as dona for any offier merSca! examinalion The complete medical history 
should address Ihe following: 

is) FamSy history; 

(b) Occupational history; 

(c) Social history including tobacco, aloohol, ^ug use; 

Civilian eiposure(s) histoty to possfole toxic agents: 

(e) Psychosocial history; and 
(I) Review of systems. 

2. The person actually petformlng the physieal examination wa be identified by nanwvs^jnatixe and IMe 
{Le. Doclor of Osteopathy, Doctor of MecSdne. Phy^dianrs Assistam, etc.). A physldaiYs 
coutter^gnature Is requredH the ecandner Is other than a physician. Under normal elm jmst an ces. VRP 
wSI provide such countersigna&jres. 

s 

3. When a Persian Gull Regisliy (PGR) examination b done as part of a compensation and pension 
examination, the physical examinalion wB be done by/or under the cirect supervision of the VRP. 

4. The physician should be aware d the variety of erqxssures endemic to die Par^ Gtdf area. These 
are Ested hi Appendix 2C and on VA Poem KPSOOSlA. There has been a vnde cSstribufion of rrajor 
categories of eSagnoro reported 0/ VA VRPs; however, no signilicanl variation in occunence of major 
categories of medical probiems has been Identified. We are listing below (for inlonnational purposes) 
some of the health problems and/or diseases which shoiAd be oon^dered: 

NOTE: Unfortunately the InlamabonalCtassIScallon at aseasas.Sth Edison. CSnkalh*xmcation(ICO-9- 

CM) txxSng system does rxt give suflSdent codes to correctly kfontsy al symp to m s and iftagnoses. A 
number of rSagnoses that have been reported by Veterans Re^stty Physicians do not have ICO-9-CU 
codes for sperSSc idenmeaSon in the Veterans Health Ariministi^ion Q/HA) s dat^mse. To correct this, 
three hew codes have been created. They are; Apnea. Sleep (99001). Chronic Fatigue Synrfoome (CPS) 
(99002), and Fibromyalgia (99003). Make certain these codes am used when compteUng the Persian Gtdf 
Registry axie sheets for patients who have these iSagnoses. As a lasua ot inadequate coding 
rfestgnatfons. there has been confosfon between the symptoms (complaints) and tSagnoses listed on the 
PGR code sheets. Example one: Anhralga (diagnostic code 7194) has been used tor the symptom "pain 
in the joinC where the symptom code 7819 (other symptoms involving nervous and musculoslmletal 
systems) would be more appropriate. Example two: Symplom ICD-9-CM code 780S1 has been 
designated lor insomnia with sleep apnea; however, steep apnea is mom correctly identified as a specific 
(ftagnosis which has the new code 99001. Symplom code 78051 may stS be used for insomnia with sleep 
apnea Example Ihma- Symplom iCD-S^TM code 7807 has been used to designale CPS and the 
symptoms of malaise and iatigue. The new code 99002 has been determined lor CPS, so ICC>-9-CM code 
7807 should be used lor medical complaints of malaisa and fatigue 
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International Classification of Diseases 


DIAGNOSIS 

iCO-9-CM Code 

(1) Amebiass 


006 

(2) Apnei.sleep 


99001 

(3) Anhialgia 


7194 

(4) Aatm 


493 

(5) BrVs Znsser disease (recrudesoent typhus) 


0811 

(6) Bronchiectasis 


494 

(7) Brondcpneumoota, organism unspecified 


485 

(8) Bnxxlosis 


023 

(8) Chroric obstructive pdmonary disease, 
not etsevrhere dassited 


496 

(9) Chronic bronchitis 


491 

(10) Chronic Fatigue Syndrome 


99002 

(11) ChrerieUtyngotracheilis 


4761 

(12) Ctnnic respiratcxy conditians dm to fumes and vapors 5064 


(13) Emplysema 


492 

(14) Flxomyalgta 


99003 


05) Giartbsis 0071 

(16} Lflishoianta^ 085 

07] Malaria 084 

(18) Ottier and unspecified diseases of upper respiratory tract 4789 

(19) Pnetsnoconiosis due to other silica or silicates 502 

(20) Pnetinoooniosis. unspecified 505 

(21) Unspedfted chronic respiratory disease 5199 

(22) Respiralory oondKions due to unspe^ied external agent 5089 

(23) Sandfiy fever (phiebatomus fever) 0660 

(24) Sdistosomiasis (Mharziasis) 120 

(25) Toxoplasmosis 130 
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DIAGNOSIS 

ICD-9-CM Code 

(26) Typhoid fever, also carrier - V02.1 

0020 

(27) Tuberculosis, specify variam(s) 

010018 

(28) Viral hepatitis 

070 

(29) Merrxjry loss 

310 

(30) Polyneuropathy ■ 

356-357 

(31) Skin rash 

660-709 

(32) Ac^ustment disorder, indoding Post Traumatic Stress 
Disorder (PTSO) 

309 

(33) Aicohof deper)dence syndrome 

303 

(34) Drug dependence 

304 


S In gathering these data, it is important to determine and record, the: 

a. Tnw of ortset of the symptoms or cortdrtiorts, 

b. Intensity. 

c. Degree of physical <nc3p&3tation. ar)d 

d. DetaQs of any treatment received. 

6. Each veteran will be given the following baseCne laboratory studies (Phase I Regtstry Examination): 

a. Completfi Blood Count (CSC); 

b. Etoctrotyte Glucose (SMA-6, SMA-12). or equivaient blood chemistrtes and enzyme studies; and 

c. Urv\atys(s. 

7. Appropriate ad^tional diagnostic studies should be performed and consultations obtained as indicated 
by the patient's symptoms and the physical and laboratory findings. NOTE: If individuais have 
unexplained illnesses, after a Phase I registry examination is performed, a Phase II examination is 
mandated. (See Cfi 3. App 3A. for instnjcifons.J 

a. Other diagnostic studies, such as pulmonary function lest, sperm counts. shoukJ be performed if 
medically ir)dicated. 

b. Laboratory tests results should be filed in the CHR. 
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SAMPLE AND INSTRUCTIONS FOR COMPLETINQ 
VA FORM 10-9009A (JULY 1995), PERSIAN QUIP REGISTRY CODE SHEET, PHASE I 

1. Ganaral Instnictlona (or oompioting DopoNmont ol VoMrant Afdlra (VA) Form 199009A (July 
199S). 

a. An original code sheet should Cm prepared and a legible copy submitted to the Office of Financial 
Management Austin Automation Center (AAC) In accordance with instiuctiors lor the initial and lirst 
followHp examinatiatB (M regutred). Altar coda sheet data has bean reviewed and entered into the 
computerized database at AAC, the AAC will lorwanJ these coda sheets to the Senior Registry 
Coorffinalor (t03A), Oepartment ol Veterans Adairs, 810 Vennont Avenue, N.W., Washin^on, DC 
20420. for dispositlan. These code sheets wS not be rehsnad to the marScal center ol origin unless 
comections are required. 

(1) The origtoal coda sheet wfl be fflad to the medtoal record with any correctiora requirsd by AAC. 
Adffitional follow^ asamlnaltons, as required, wE continue to be documanlsd to the Consoidaled Health 
Record(CHR). 

(2) A coda sheet for additional follow-up examtoatiora win not be prepared or submitted to the AAC 
wtth the exce ption that If a diagnostic coda dWers (rom previously submitted code shaeto, then a code 
sheet wl be prepay and submitted tor entry tolo the Parsto Gulf Reg^ (PGR). 

b. Pilnt'daady using a BLACK baS-poInt pan or a BLACK WHtpped pert Foitow tostraelions carefully 
to ensure that aD data fields are accurately corripletad. Enter one letter or number per btoctc The 
numeric zero imat be slashed *0.* For registry eodtog purposes, usa the Mamailonal Classificalion ol 
Oisaases>CinicatModifcatIaa9lhEdlBon,(IC04-CM) codas. These must be the codes osrsntly in use 
by AAC. 

(1) Part I of the code sheet should be axrrpleted In the pre sa rtoa, of die veteran. 

(2) Parts II and III of the code sheet should be completed at the lime ol the examination by the 
Veterarol Registry Physician (VRP). A bbmpleted P^ II and III wB be returned to Medical 
Administration Service (MAS) for assignment of the ICD-9-CM codes in appropriate bkxdts. NOTE: 
Careful attention shouU be paid to assigning the coirea code for both complaints (symptoms) 
and diagnosis. ICD-9-CM code 7S999. for uncedable complaints (symptoms), should be 
assigned only after all coding possibilities have been thoroughly explored. The indiscriminate 
use of lCD-9-CMcode 78999 may result in skewed or misleading statistics of minimal value. 

(3) Date a> code sheets with current date in the upper right hand comer of VA Fomr 10-9009A (July 
199S). 

2. instructions for Completing Part I {Initial Examination) 

a. hem 1. Blocks 2-7. Facility Number and Suffix. Enter faciSty coda as Bsted in MP-e, Pan XVI. 
Supplement No. 4.1 , Appendix A Use the AMIS suffix (BY, BZ, etc.) to indicate your sateiiiie lacility DO 
NOT USE Q, R, OR S. NOTE: If veteran requests the inclusion of his Department of Defense 
(DOD) registry examination records in VA PCR, submit code sheet with Facility Number as 999 
in Blocics 2.3 A 4 and indicate actual VA facility number in upper left margin of codesheet. 

b. Item 2. Blocks 8-33. Last Name of Veteran. Beginning in Block 8. enter veteran's current last 
name. It veteran had an earlier last name used during the veteran's Persian Gulf service. e.g.. an 
unmanied woman, leave one space blank alter Ihe current name and enter "E." If veteran has had any 
other later name, leave arrother blank space (i.e.. alter "ET. and enter the later name lollowed by another 
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blank space and then amar *L* Oo not use apoatroph* and/or hyphan in the name or skip blocks 
between the letters of the last name. SMp a block N the last name is iollowed with Jr. Sr. I, It. Ill, etc. 

b ttamX Bloefcs34-4a. First Nam* o< Vetaran. Beginning in Block 34, arsarvetaran’sMnamb 

d. Item 4, Blocka 49-58. Middle Name of Veteran. Beginning in Bkxk 49. enter veteran's middle 
name or iniliaL 

b ItemX Block 59. Type of ExamlnatiorL The loHowing transaction type must be entered in Block 
59 as appropriate: 

A • Initial esaminatioa Veteran's Sist Persian Grit siamination. 

B - To delete an entire initial eimmination with a noted error, alter K has been accepted into the registiy. 
resubmit Itie original code sheet with a 7 and submit another code sheet with the correct intonnation with 
an 'V Ml Saids must be completed on a restCmission. The coda sheets can be submitted in the same 
batch. Exampiss of this usage are incorrect diagnosis, military statistics. Sociai Security Nisnber (SSN), 
etb 

C - Fo5ow-i 4) examinatiaa- Veteran's second Persian Gulf examinatioa Additional iollow-up 
examinatiots, as required, will continue to be documented In Ihe CHR, but a code sheet wa not be 
prepared or submitted to the AAC with the following exception: It a diagno^ code dilleis from previously 
submitted code sheets, than a 00 ^ sheet should be pretared and submitted tor entry into the PGR. 

0 - To delete an anSre toOcw-up PGR examination with a noted enor, alter it has been accepted ino 
the registiy, resubml M csiginal code sheet with a D* and submit another code sheet with the conect 
infbrmab'on with 3*0.*" 

E - To submit change in demographics, le. change of address or data of birth enter 'E' and oompleta 
items with name. SSN, date of birth, and address. No other Hems need to be completed. 

I -To Include those veterans whose nanies are not on'ihe PGR but would like their name and address 
'mduded on a mailing list tor the *Persian Giilf Review* newsletter. 

X - When a registry participant has been Identified and verified as being deceased, enter 'X' 
Complele items with name, SSN, and date of birth. No other items need to be completed. 

I. Item 8. Blocks 60-0. SSN. Shaded Block SO is to be used ONLY If a pseudo SSN is being 
submitted. In this event the letter "P" win be entered in Block 60. Leave Block 60 blank when the actual 
SSN is used. Beginning in Block 61 enter the veteran's actual SSN, or pseudo SSN. (See M-1. Part I. 
Ch, 5, Par. 5.29, lor instructions on pseudo SSN assignmeriL) NOTE: AH efforts should be made to 
obtain veteran's actual SSS. 

g. Item 7. Blocks 70-75. Date of Birth. Beginning In Block 70 enter numerical equivalent for the 
month, day and year in that order (e.g. 01/19/60). All blocks musi be completed. 

h. Items Blocks 76.141. Permanent address. 

( 1 ) Blocks 76-101. Beginning In Block 76 enter veteran's permanent street address. 

(2) Blocks 102-127. Beginning in block 102 enter veteran's aty or town. 

(3) Blocks 128-132. Enter zip code of permanent residence (Nahonai Zip Code Directory). 
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(4) Blocks 133-136. Leavs Blank (future extended Zip Code). 

(5) Blocks 137*139. Enter appropriate county code as listed in M- 1 , Part I. Chapter 16. Appendix A. 

(6) Blocks 140'141. Enterappropriatestatecodeaslisted in M-1, Pl 1. Chapter 18. Appendix A. 


2C-2a 



Augusts, 1965 


489 


M-10, Part m 
Ch8pt0r2 
appendix 2C 


L ItsmS. Block 142. Racs/Ethnlctty. Entar or»e of lh« foliowirtg codes In Block 142: 

1 • American Indian or Alaskan Native 

2 • Asian or Padfc Islander 

3 • Black, not of Hispanic Or^n 

4 • White, not of Hispanic Origin 
&m Hlspa^ 

6<i Unknown 

Item 10. Block 143. Marital Statue. Enter one of the following codes In Block 143: 


1 «Manled 

2 • Divorced 

3 • Separated 

4 .Widowed 

5 > Single. Never Married 

k. Kern 11. Block 144. Sex. Enter one of the fotlowlng codes In Block 144; 

M.Male 
Fm Female 

L nen12. Block 145. Current Statue. Enteroneof the fonoring codes In Block 145: 

1 .Inpatient 

2 .Outpatient 

3 . Incarcerated 

4 . Active Duty (Outpatient) 

5 • Active Duty 0<ip4tient) 

m. hem IX Block 14X Branch of Servtee. If veteran was In more than one branch of service, code the 
latest Persian Gulf service. Enter one of the following codes in Block 145: 

l . Army (Including Reserves & National Guar^ 

2 . Ak Fo^ (Induding Reserves & National Guard) 

3 • Navy (Indudmg Reserves) 

4.MarineCorps 

5* Coast Guard 

6 . Other (e.g., PubGc Health Service, NatioruU Oceanic and Atmospheric Administration) 
rL hem 14, 14A and 14B. Btoeka 147-1SX Military Servie* In Peralan Quif. 

(1) Block 147 . Enter one of the (oftcrwlng codex 

Y . Yes (If yes. Kst the dates of veterans last two periods of service In Persian Gulf.) 

N . No (If the veteran ^ not serve In Persian Gulf, the veteran le not eligible for a Persian Gulf Registry 
examination.) 

(2) hern 14A Errtar the numerical equivalent of the month and also two dig.^ of the year of last penod of 
service In Persian GuW (e g., from 02^1 to 0&'9l) In Blocks 145 through 155. 
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Ittm 14B. U vtlaran had two or inora padodi 01 aarvica ki Patslan Quit, lha longast paiiod of sarvica 
should ba antarad ki Blocks 156 through 163. It or^ ona pailod ot sarvica In Parsltn Quit, sntar ki 14A and 
laava 14B blank. 

0 . Item 16, ISA and 16B. Bl^ 164-161 In What Araa(a) Did Vateran BarvaT 

(1) Ram ISA. Block 184. Eldar ona ottfiafellowing codas: 

laCombslZona 

2«OlharUndAraa - 

SaSsaOutjr 

^ Item 15B. Blotk 166. R odwr sarvloa b kidcalad or. It Oia lasponsa b *0001 KnoaT anter approprlats 
coda ki Block 165. 


4 • Othar (Spadty La., Ak Fores; Ground or Air Craw, ale.) 
SaOonIKnow 


p. Item 11 16A-16E. MlUtery Unite, MOS and Block 161 UOMItfarant Dullss . 

(1) Ram 16A. Mmtery UnRs. Enter lha mORaiy unR ki aihlch Via vateran sarvad. Bpadfy oomplata 

unabbravblad IRIa, that b. oompiny, bstteDon. ooipi ship, Qvblon, ale., (a.g. Compaiv C, 1st Baltelion, am 
Army). . ■ 

(2) RamISB. MIRaiy Oocupitlonsl SpadsRy (MOS): EtdarViaviKaranbMOS. 

P) Rami 6C. BisQUfS. Wars actual duSasdnaranlReni MOS? Eldar onset tha fellawing codas In Block 
16& Kno.gotoRsm16E 

, Y.Yas 
N-No 

(4) Ram 160. It yas,aidar actual duliss which wans dHtarardftom MOS on eodsshaal and kiCHR. 

(5) Ram 16E. Emar tha nama ol unK wtth which tha vateran had tha longsst and naxt to longesi parted ot 
sarvlea wtiila ki tha Parslan Quit. 

NOTE: Itanj 16A& J6E; These wuss could be Oifferens from Ae one to which the veteran was assigned 
if the veteran was on detached isay. 

q. Rams 17, 17A and 17B. Blocks 167-1S2, Last two parteds of sarvloa (It dWerant Irom 14A and 14B). 
Emar lha numailcal aqulvalsnt ol tha mordh and tha last two dglls Ot tha yaar tor tha last two paitods of sarvtca 
ragardass of whathar or not thay wars ki tha Parslan Quit (a^., from I2«e to 04191 and S/90 to 11^0). If 
vateran dd not hava mora than ona partod of sarvlea. laava blank. For aedva duty mllKary personnal. antar data 
whan sarvica bagan (a^.. 12«0) and ardar nkias (a^., S3/BS) to kidcate «ia vateran b sdU acdvaly serving In 
lha military. 

r. Rama 11 1BA-18Z1. Blocks 163-211 Veteran's Esposurs to Envtronmantel Factors. Enter tha 
fellowing codas kt appropriate blocks. 

Y.Yas 

N.No 


(1) hamlBA. Block 183. Are you Currently smoking dgarattas? Rno. goto Ram IBD. 
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(2) ItamISB. Bloda 184-185 . KyM, how many yunhMycubaantnioldngeigarattes? EMar number of 
yean. 

(3) kamiBC. Btoda 186-187 . H yes, on the tvanga, how many pads am yoi vnoldng per day? 

(4) hem 180. Bloda 188. Hava you smoked dgamttas In the past? H no, go >8 Itoh 

(5) Ksm18£ Bloda 189-190 . If yes. how many y^ did you smoka? 

(8) llemiSF. Bloda 191-19? ■ K yes, on the averase how many packs did you smoke per day? 

(7} ltsm18G-Z1. Bloda 193-212 . While In the Peisian Gulf do you beOeve you warn exposed to any ol die 
Wowing? Entar the Wowing codes: 

Y-Yes 

N.No 

U'Unloiown 

(8) Ram 18G. Block 193. Bmoka from o> Ires? 

IBt ItamiaH. Block 194 . Smoke or ftmee tram lerthealem? 

(10) Hem 181. Block 19S. Cigaretle Smoke (passive} horn odiais? 

(11) ltam18J. BloeklBe. O ' a s sl andfcr oOiar patrochamical Innas? 

(12) Bam 18K. filOElLlfiZ- Exposure to burning kadiffeoas? 

(13) Bern 18L Block 198 . SMn exposum to diesal or other patrochamical fumes? 

(M) Bern IBM. Block 199. Chemical Aoenl Resistant Compound fCARCI ealnl? 

(15) BamIBN. Block goo. Other paMsandforsolyentiantfor petrochemical sutstances? 

(18) Bam 180. Block 201. Deplatad innkjm? 

(17) Ham 18P. Block 202 . Microwaves? 

(18) Bam 160. Block 203 . Personal pastidde use, Indudino creams, sprays, or flea ooliam? 

(18) BemlSR. Block 204 . Nerve gas or other nerve agents? 

(20) Bern IBS. Block 205. Dnig (pyridosligmina) used to protect against nerve agents? 

(21) Bam lST. Block 208 . Mustard gas or other nerve agents? 

(22) Ham IBLl. Block 207 . Ate or drank food oomarrdnated with smoke, on or othw chemical? 

(23) Ram 18V. Block 208 . Ate food other than provided by Anned Forces? 

(24) HemlBW. Block 209 . Bathed In or drank water csnuminated with smoke, oil or other chemical? 

(25) Ham 18X. Block 210 . Bathed In water other than provided by Armed Fontes? 

(26) HamteY. Block 21 1 . Immunisation against anthrax? 
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(27) Ittni 18Z. Btoefc 717 Inununtzstian against b ot u B sm ? 

(28) ItamISZI. Other a:VOSuras7 EntaronoodatftaalandInCHR. 

a. Kama 1SA-F. Bloeka 21S-21B Parslan QuH Ei^rtenea. Did you have any ol the following axperiences 
while In the Persian Gulf? 

(1) Ham I8A. Block 213 . Old you ever go on combat patrols or have other very dangerous ihJty? Enter me 
foiiov^g codes: 

IwNo 
2>t-3X 
3>4-12X 
* • 13-SOX 
SvSUtimss' 

(2) Hem 19B. Block 214. Were you ever uidsr enemy IVa, Indudng. Soviet designed turfaoa to surface 
missiles (SCUDS)? Enter the following codes; 


1 •Never 

2 • less than 1 day 

3 • less than 1 week 

4 • 1-4 weals 
6>4weeisormore 

(3) Item ItC. Block 215. What percentage of people In your unit (your Immadiata group] were Kltea In 
Action 0^, wounded or Missing In Action (UA)? Enter Vie loSowIng codes: 

1- None 
2.1-2SK 
3.2&S0% 

4.51-75K 

SwTSSormcre ? 

(4) Hem ItD. Block 216 . How often dU you sea s omeone hK by Incoming or outgoing rounds? Enter the 
tello)^ codes: 

1 - Never 

2- 1-2X 
3>3-12X 
4.13S0X 
5-51 or more 

(5) KamISE Block 217. How often were you ki danger of being k^ured or killed fua, pinned diwa ovenun, 
ambushed, near miss, etc.)? ErSar the loDowInB codes: 


1 -Never 

2- 1-2X 

3- 3-12X 

4- 1350X 

5 - 51 or more 

(6) Itam 19F. Blot* 218. Witnessed chemical alarms? Enter the following codes: 


Y. Yes 
N.No 
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U - Unknown 

L Item 20. Block 219. Veteran's Health (Veteran's evaluation). 

(1) ttem^S3A. Enter one of the foOowing codes which best describes veteran’s health after PwsianG^ 
Service: 


1 « Very good 

2 -Good 

3 » Fatf 

4 - Poor ^ 

5 - Very poor 

u. Item 21. Block 220. Veteran's Functional impairment ~ . 

(1} Item 21A. Enter code which describes veteran's assessment of Oie veteran's functionai 
impairment after Persian Guff Service, using the following scale: 

1 • No impairment 

2 • S&ght impairment ■’! 

3 • Moderate impainnent 

4 • Severe impairment 'w 

(2) ttem2l6. Blods 221^222. How rnanywoddays were lost by veteran due ioBness In Ihe past 90 
days? Enter number of lost in Btocts 221-222 (e^}., 8/0). If none fin in the blods wllh 0s. tfVw 
veteran does not vmrk outside the home, annotate this ir^ormation in item 32, Remarls. 

V. ttem 22. Btoels 223-262. Evidence of Birth Defects end Infant Death($) among veteran's 
children arid problems with pregnancy and Infertiaty. NOTE; WhefB tjtanks am indicstad compieta 
tkKts with 0i. 

f1) ttem22A. Blocks 223-224 . How many chSdren does the veteran have? If none, enter 0$. and go 
to22C, 

(2) ttem 22£. Btocte 22S’226. Birth Defects. NOTE: Birth defects an anystnjctunl, functional, or 
ttoch&nkaiahnofmality at birth whether geneticaltydeternined or induced during gestation that snot due 
to infuries suffered during birth. How many of these children were bom w^ birth defects? Entwnumber 
of children in Blocks 225-226. If none, go to hem 22C. 

(a) item 2261. Btecte 227-228 . How marry of these chMren were conceived before Goti service? H 
none, errter 0s, and go to item 2262. 

(b) Hem 22Bl(a}. Blocks 229-230. State maternal age at conception of first child conceived before 
Gulf service. Enter age in Blocks 229-230. 

(c) Item 2282. Blocks 231-232. How marry children were conceived during or after Gull service? 
Emer number in Blocks 231-232. If none, ent^ 0s. and go to Hem 22C. 

(d) . Item 22B2(a} Blocks 233-234, Stale maternal age at concef:^ of first chad ocnoiuved during or 
after Per^an Gulf service? Enter age « Blocks 233-234. 

(3) Item 22C. Blocks 235-241. Infertility (ProWems of veteran or spouse becoming pregi^anO- 
NOT^ Infenilttymreiative slerifity defined as inability to conceive after 12 or more months of intercourse 
without use of contraception when rteither spouse is surgicaHy sterilized. Has veteran or spouse had 
infertility problems? Enter one of the following codes in Block 235. ff none, go to Item 22D. 
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Y-Yes 

N-No 

(a) Item 22C1. &od<236. Has veteran or spouse had ktfehUity belore GuH service? Enter one of the 
following codes: 

Y-Yes 
N • No 

M no. go to Hem 22C2. 

(b) ftem22Ci(a}. Stocks 237*238. State matemaJ age during first attempts to conceive. Enter age in 
Blocks 237-238. 

(c) Nm 22C2. Block 239. Has veteran or spouse had ^tfertSrty after return horn Qutt service? Enter 
one of the foOowtng codes. 

Y-Yes 

N-No 

If noi, go to Item 220. 

(d) Item 22C2(a). Blocks 240-241 . State maternal age during first attempts to conceive. 

Ertter age In Biode 240^41 . 

141- Item 220. Sloete 242-248. I teean teg e Cs). M07£ M se m T l^ esamspof«m>ooma:pulsiofiof 
th8 pfoduOs o( conception beidn 20 weel9 of g&tation (spontan 60 us abofthrti. Has veteran or spouse 
had misca f ri a ge C s)? Erfiar one of the foBowtog codes in Stock 242. ^ 

Y-Yes 

N-No 

if rto. go to Item 22E. 

(a) Itom 2201. Bteek 243 . if yes. has veteran or spouse had n^scarriagefs) before service? 
Enter one of the looping codes: 

Y-Yes 

N-No 

- If no. go to Item 2202. 

(b) Item 2201 (a). Blocks 244-245. State maternal age at conception. Enter age in Blocks 244-245. 

(c) Hem 2202. Block 246. Has veteran or spouse had miscaniagefs) after return from Gulf service? 
Enter one of the tofiowing codes: 

Y-Yes 

N-No 

If r>o. go to Item 22E. 

(d) Item 22D2(a}, Rinrks 247-248. State maternal age at conception. Enter age in Blocks 247-248. 
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(5) ttem22£. Blocks 249-2SS . Slin 8ifth(s). NOTE: Still births are births after 20 weeks of gestation 
of an infant who showea no evidence of life after birth. Has veteran or spouse had sUil birth(s)7 £r)!erof>e 
of the (oliowing copes in Block 249: 

Y-Yes 

N -No 

tf no. go to ttem 22 F. 

(a) ttem22El. Block 250. Has veteran or spouse had still b(rth{s) before Persian Gutf service? Enter 
one of the following codes >n Block 250. 

Y.Yes 

N-No _ 

If no. go to Item 22E2. 

(b) Rem22£1(a). Blocks 2S1-2S2. Stale maternal ^e at corceptk>a Enter age in BtociQ 2Sl>2S2r 

(c) Rem 22E2. Block 2S3 . Has veteran or spouse had sdll birth(s} after return from Persian Gulf 
s«vioe? Enter one of the following codes in Block 253: 

Y-Yes 

N.No 

tf no. go to Rem 22F. 

(d) Rem22E2(a). Blocte 2S4-2SS. S(ats maternal age at conception. Enter age in Blods 253-254. 

(6) Rem22F. Blocks 256-262. Infant beath{s). NOTE: Dem that ocojrnd within 1 year of btt^ 
among babies bom alive. Has veteran or spouse had babies vrith infant death(s)7 Enter one of the 
following codes in Slock 256: 

Y-Yes 

N-No 

If no. go to Rem 22G. 

(a) Item 22F1 . Block 257 . Has veteran or spouse had babies with infant death(s) before Gulf service? 
Enter or>e of the foliowing codes in Block 257: 

Y-Yes 

N-No 

If no. go to Rem 22F2. 

(b) ltem22Ft(a). Blocks 2S8-259 . State maternal age at conception. Enter age in Blocks 258-259. 

(c) Rem 22F2. Block 260. Has veteran or spouse had babies with infant death(s) after return from 
Gulf service? Enter one of the following cxjde in Block 260: If no, go to item 22G. 

Y.Yes 

N.No 

(d) Item 22F2(a) Blocks 261-262. Stale maternal age at coixeption. Enter age in Blocks 261-262. 
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(7) Item 22G. M a woman v«ta>an reports she was pregnant in Itie Persian Gull, reoonl the date ol 
cDiids both and hospital of birth on code sheet and m the veieian's CHR to (aciiitate loiiow,up. if needed. 

3. Instnictfons (or Completing PGR Code Sheet, Part N (Initial Examination). To ba comphtea by 
the axamining physician) 

a. Item'23. Blocks 2S3-27a Data ol Examination. Enter the numerical equivaleni lor the month, 
day. and year in that order (e.g„ 09/2211 992). 

b. Item 24. Blodcs 271-272. Total Number ol Veteran's Complaints. 

e. Item 25, 2SA-M. Blocks 273417. Veteran's Complaints, Month and Year ol Onset, Duration 
In Months, Whether Symptom is Currently Present, and Most Severs Complaint 

( 1 ) Hern 2SA-J. Bioeks 273-417. Columns: (1) Veteran's Comp taii ts / gymptoms; (2) IC0-9-CM 
codes; (3) Month and Year of Onset; (4) Duration bt months; and (S) State whether symptom is still 
present Ust to to ten major and current symptoms/complaints. If veteran has more than 10, enter most 
severe. Any additional symptoms shoiid be listed in CHR. NOTE MAS coders, use ICD-9-CM 
•SyriploiTrcaSesIntrstt^narbemPblodaotaachBna. For uncodaUt symptoms use "nSSS." For 
no known compbiss, us« “TSOaO.’ (At zeros anio be stashed) However, ICM code 78993 should 
ONLY be used t at posstile codes have bean reviewed, and t necessary, seek pfysiclanccnsallaSon to 
make a oomKl choice. 

(Q Ham ^SA^!(1). Give a narrative desotpdon of ten mRjor.cuiart symptoms as stated by veteran. 

(3) ltam2SA-J(2). Biooks 273-322. MAS coders are to domplete the ICM04oadasas they relata 
toeachsyrqptam. 

(4) nem2SA-)(3). Bioek9^^82. AraacbaymptamistadlRESAvlttitoincnltaandyatoolonseL 

(5) Hern 2SA-J(4). Bloeks 383402. Ror each symptom EsIed in 25A>1, slate durabon in months that 
veteran has been experiencing this symptora 

(6) ltem25A>I(5). Bioelos 403412 l=ar each symptom listad in 2£A>l,iixIcale if symptom is currently 
pres^ using one of the foDowing codes: 

y.Yes 

N. No 

(7) KemESK. Blordc 413417. Most Sev ere Sy mptom/Complaint Ust ICM-CM code for most severe 
syrnptom (A symptom from Hern M, which VETERAN cons i ders the most severe; Le, Chief Cpmplaint). 

d. Item 25, A-S. Blodoi 41S435. Oiagnostlo worloipleonsultation. Biter one of the foSowing 
codes in Biocia 418-435. AS blocks must be oompleted. 

1 « No workup- Ho consultation done. 

2 < Workup/consultation done. Unexplained illness. 

3 . WorituiVconsultabon done. Diagnosis established. 

4 . WoikuiVConsullation done. Nodtognosis. 

(1) ltem26A. SlrykSia. Allergy/lmniunology. 

(2) Item 26B. Block 419. Audiology. 

(3) IIem26C. Block 420 . Cardiology. 
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<4j Item 260. Bock <21 . Oertistiy. 

(S) Hem 26E Bkidc4?2. Oermaiology. 

p) Item 26F. 8lodt423 . Ear. Nose and 'niroaL 

(7) Item 260. Blocl;424. Endoodnolagy. 
ltem26H. Block 425 . Gastroenterology. 

(9) Item 261. Block 426. Hematolagy/Onoology. 

CIO) ltem26J. Block 427 . Mectious OiaeasesIParasitology. 

(11) lteni26K. Block 426 . Nephrology. 

(12) Item 26t. Btock429. Neurology. 

(13) iiemOfiM BtortrAtn Oocupotbiial Medicine. 

(14) llem26N. Block 431. Pidmonary. 

(15) Item 260. Block 432. Psychiatiy. 

(16) ltem26P. Block 433 . PiycholagyCPsychamelricTesdng. 

(17) Kern 26a B)oek434. RhaumaUogy. 

( 18 ) ltem26R. Bock 435. Other. Were any addMonal woikupsftonsidlaiions pertonnad as pait of 
Persian GuKaxemination which ¥«ra not tstadki Hems 26IM. EntvoneodhaMkiwingeodaa: 

Y.Yes 

N.No 

(19) Hem 26S. Specify on oode sheet and CKR any additional warktsslcansuliadons perfenned as 
part of Persian Gull examination, which were not Ssted in Item 26A41 

e. ltam27.27A-a Blocks 436-48SL Olagnosae. 

(1) ltem27A. Ust up to tan major deSnaemedkaldUignosas on Cries 27A-J. The examining phy^dan 
wB select the 10 most signilicanVSerious In the examining physician’s opidoa listing the primary 
diagnosis in Item A. The adtSCona) cCagnoste(es) should be induded in paCenrs CHR. Blocks 436-485 
are to be used lor ICO-^CM coding of each diagnosis Cstsd. Leave blank If no dagnosis is made. 
NOTE: Diagnosec coding assignmtnl wH ba completad by MAS. VO NOT REPEAT OR UST 
SYMPTOM CODE ALREADY USTEO UNDER ITEM 2SA.J. 

f. Item 28. Block 486. No Diagnosis Made. If no diagnosis is made, enter a *1' in Block 488; 
otherwise, leave this bkxk dank. This Hern must be considered in eonjuncbon with Hem 27. ITIagnoses.' 
A *1' snould be entered for Item 28 only when no diagnosis is given in Hem 27 indicating that no significant 
deled, disease, ir^ury cr history ol a relevant ikagnosis in the past is deteded. 

g. Item 29. 29A-F. Slocks 487-494. Disposition. Enter one of the following codes in Block 487-494. 

Y.Yes 

N.No 
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(1) ltem29A. Bled; 487 . Examinaiion convieted? 

(2) ltein298. Blocl(488. HospHabad at O mVAMC tor (unher tests? 

(3) lteni29C. Block 489. HospaabedaltheVAMCtorMalinant? 

(4) Item 290. Block 490 . Refeirad tor oulpalSanI care? 

(5) Item 23E Block 491. Relerrad to private physician, non-VA cCnic or non-VA hospital? 

(6) Item 29F. Block 492. Biopsy? 

h. Item 30. Block 433. Phase I examination, refer to paragraph 5, has been completed and the 
physician has determined that veteran has unexplained niness. Enter one of the following codes: 

Y.Yes • 

N.No 

L Item 31. Block 494. Has Phase I examination (^er to Ch. 3) been Initiated?' Enter Ihe 

following codes: 

Y-Yes 

N-No • 

{. item 32. Remaria. UlSzs this sacliantoraiiyaddBanallntoniiallon (04. sea par. 1317). " 

k. ttamSl Name of Examiner. MmUnamto 

L Kern 34. Tllleaf Examiner. MIBaof Can ilnar. 

m. RemSS. Signature of Examiner. SIgnalUB Of examiner. 

a Item 35a. Signature of Physfclan. Slgnabn of VRP. 

4. PollowHip Examlnatlona. InstrucOcne far compledng Parts I and IL In addRlon to Initial registry 
sUxnlssions. VA Form 10.9009A. Parts I, R and HI ^ appEcable) wa be completed in report i ng Ihe first 
toikWHjp examinafion, and subse^jenl toOowHjp enmlnations if diagnostic code is different from 
previous examinations as follows: 

a. Items 1-12 must be comoleled - Control Dala. 

b. Items 13-22 require no entry, unless you have tolow-up data to report in any of these terns. 

c. Items ?3 must be completed. 

d. Items 25-26 may be blank unless you have follow-t^ data to report in any of these Items. 

e. Item 27-3.5 must be comnleted. 
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REPORTING REQUIREMENTS 

1. Submission. NOTE: The use of Persian Oulf Code Sheet, VA Form IO‘9009A, December 1991, wilt 
be discontinued on September 24, 199S. Exitiint stock must be destroyed All completed Persian Gulf 
Code Sheets dated December 1991, and submitted to Austin Automation Center (AAC) on and after 
September 24, 1995, wilt be rejected and returned to the submitting VA facility. The use of revised VA 
Form 10-9009A, dated July 1995, must be implemented on September 25, 1995. Requirements or the 
submission of Department ol Veterans Affairs (VA) Form 10-9009A (July 1995), Persian Gulf Registry 
Code Sheet are as follows; 

a. Legible copies of completed code sheets are submitted to the Office of Financial Management Austin 
Automation Center (AAC). Austin, TX, for riata entry into the Persian Gulf Registry (PGR). 

b. Originals are to be maintained in veteran's Consofidated HeaW Record (CHR). 

c. Code sheets need to be scanned to ensure ail required fields are complelsd.^ 

d. No medical record documentation should be attached to these code sheets. 

e. Code sheets will not be returned to facility of origin unless corrections are required. 

f. AAC wil send copies of coda sheets, once entered into the PGR. to the Senior Registry Coordinator, 
Environmental Agents Service (103A), OepartmeiX of Veterans Aflaiis, 810 Vermont Avenue, N.W., 
Washington, DC 20420, Ibr disposition. 

2. Batching of Coda Sheets 

a. Preparatian 

(1) VA Fomt 10-9009A (July 1995) code sheets. Parts I through III, are provided in booklet lonn. If 
any of the pages are removed, they sh^ be stapled in the upper-lelt hand comer. 

(2) Completed code sheets must be batched in groups of no more than 2S. 

(3) Facilities andfor a division of a consofidated taoTity must keep submissiorts separa t e, Le.. each 
batch will include code sheets from one facility. These code sheets should be arranged In numerical order 
according to the Social Security Number (SSf^, Le.. lowest SSN first and highest SSN last). 

NOTE; Corrected code sheets do not have to be batched separately. They can be mailed with the 
regular code sheets as long as they are from she same facility. 

b. If a veteran has had two examinations within the same mailing period, that is. an initial and a follow- 
up examination, only the initial examination code sheet should be submitted in the batch. Hold the follow- 
up examination code sheet until you are certain the AAC has processed and accepted the Initial 
examination code sheet If submitted simultaneously, an error message may occur. 

3. Transmittal Form (SeeApp. 2E) 

a. Three copies ol VA Form 7252 (formerly VA Form 30-7252), Transmittal Form tor the Use in 
Shipment of Tabulating Data, must accompany each batch ol code sheets. One copy must bo retained at 
the AAC and the other copy will be returned by the AAC to the transmitting ladfity ackrrowledging receipt 
ol code sheets and the thinl win include any rojeaed code sheets and the edit analysis printouL entitled 
'Transaction Change and Error (Reject) Listtirg." 
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b. If there uvere no examinations or code sheets processed (or each month, a transmittal form must be 
completed indicating *0* lor the *Code Sheet Count* and sent to the AAC. This will assist the AAC in 
maintaining a oontrol on the code sheets transmitted by each facility. 

(1) As batches are prepared (or submission to ttie AAC an entry should be made on the batch control 
log. 

(2) Using the control log, assign the appropriate number and record H on the transmittal (orrtt 

(a) Begin with batch number 001 lor Jaruary ol each year and continue with sequential numbers 
throughout the year. 

(bj Example: If there are 50 code sheets to be submitted to the AAC during the month ol January, 
prepare two batches o( 25 per batch, with the control log number 001 arxl 002. 

c. The Persian Gull control log must consist ol the fellowing: 

(1) Facility code number, 

(2) Batch number assigned sequentially by tadKy beginning with 001 In January of each year (also to 
be recorded on transmittal sheet): 

(3) Number of code sheets In the batch (also to be recorded on the transmittal sheet), 

(4) Date the batch(es) was(were) mailed to the AAC, and 

(5) Date the balch(es) and associated edit output was(were) returned from the AAC. 

4. Mailing 

a. Code sheets must be submitted to the AAC monthly according to the following schedule; 

(1) Region 1, the 6th of the month. 

(2) Region 2, the lOlh of the month. 

(3) Regions, the 14th of the month. 

(4) Region 4 , the 18th of the month. 

b. The maSng address for the AAC is; 

Department of Veterans Affairs 

Automation Center (20a/397A) 

ATTN: PERSIAN GULF CLERK 

1615 Woodward Street 

Austin. TX 78772-0001 

c. ft is not appropriate to call the AAC in regard to questions on code sheet complebon or correction. 
These questions should be referred to the Veterans Registry Coordinator(s). the Environmental Agents 
Service. VA Central Office. 
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d. The AAC will process the data from the coda sheets Mcs each month (lOth and 25th). The AAC 
will return all batches with the printout 'Transaction Change and Error (Reiect) Listing* to the transmitting 

facility. 

S. Transaction Change and Error (Reject) Listing 

a. A computerized printout Transaction Change and Error (Reject) Listing* wil be returned to the 
transmitting facility with the processed code sheets. 

(1) This printout win reflect 

(a) Rejected records, i.e., edit errors identified by an asteri$l((*): 

(b) Other messages not necessarily rejecting records: and 

(c) The number of records inputted, Le., accepted as well as rejected. 

(2) Facilities must verify the number of code sheets sent to the AAC against the printout 

b. Corrections are to be made on the returrted code sheet with RED pen or RED felt-tipped pen or a 
new code sheet can be made with the correction in the appropriate field(s). It a new code sheet is 
prepared for the return of a coriaclton, do not oompleta just the corrected fields. HOTE: All cf the fields 
must be eempletedasifiswertasibdtlal btpuL 

c. Examples of the messages on the Ssting and the corrective action to be taken are listed es toOows: 

(1) Message. *77113 record rejected lor adkanora.* 

Action: Correct efror(s) (*) and resubmit code sheet 

(2) . Message. Transactkn . a cce p ted, Mlial examinaUan akead)f established at (bcOttr nunber); 
transaction will be processed as a toUoiiHipex a ml na flen ter your facility.* ' 

Action: AAC will not return a code Sheet to the facility since it has been accepted as a follow-up 
examination. Original code sheet on file at facility should be corrected and card IDe or computerized 
record should reflect the facility number where initial examination was perlonned. 

(3) Message. Transaction accepted but an initial examination is needed. Action Required.* 

Action: The registry does not contain an initial examination record lor this veteran, but the registry has 
accepted the follow-up examination record that was submitted. ReconstiucL If possibie. the irtitial 
examination record and submit to the AAC. A code sheet will not be returned to the facility on this 
transaction since it has been accepted in the PGR as a foltowup examinatten. 

(4) Message. "Duplicate Follow-up SegmenL' 

Action: This message will appear if the examination date on the code sheet submitted on the veteran is 
identical to an examination date already existing in the registry. There is the possibility of a coding or entry 
error. Examination date should be verified usirtg the veteran's medical record. If there is a dupiicate 
record, it should be deleted by submitting a code sheet in accordance with instiuctioitt lor deleting a 

record. 

(5) Message. "No matching initial examination.* 
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Action: When deletion of an initial record in the registry is attempted, the code sheet submitted with a 
type "e* must have the identical information as on the origiial record previousty accepted into the registry, 
otherwise deletion process cannot be carried out 

6. Misceltaneous 

a. Forms Aeouisition Forms can be obtained from the VA Forms and Publication Depot through local 
channels. VA Form 30-7252 has been changed to VA Form 7252. The form ilsetf has not been revised 

(1) FaaTrties can use either form when submitting reports. An initial supply of VA Form 10-9009A (July 
1995). has been provided to each facility. 

(2) Additional forms can be obtained from the Depot 

b. Reports Control Symbol. Reports Control Symbol (RCS) 10-0850 applies to this reporting 
repuiremenL 

(1) The original dode sheet will be filed in the veteran's CHR whh the documentation, Le., laboratory 
test results, etc,, from the PGR examinafion and one legible copy sent to the AAC to be entered in the 
PGR 

(2) If a CHR does not already exist for a veteran, one win be estabfished A locator card win be 

created with the establishment of the CHR NOTE: It is highly recommended that all registry records 
are maintained in a separate section of CHR where they are easily identifabU for quality monitoring 
and research auailabiliiy. . . 

c. Record Disposition. Refer to Records Control Schedule 10-T, Section XXII, Item Na 136-5 for 
recoid dsposition (see Medical Administration Service). 

d Records Retention . Refer to Records Control Schedule 10-1 for records retenfion. Persian Gulf 
examination irtformation will be made part of the perpetual medcal record at medical facifib'es tollowing 
the same retention requirements specified for VA CHR's Agent Orange and Ionizing RacSation 
examinalions. This includes: 

. (1) VAFonnlO-9CK)9A<July1995), 

(2) Progress notes, 

(3) Laboratory reports. 

(4) Patient locator cards, and 

(5) Any other documentation that may have been part of a PGR examination. 
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INSTRUCTIONS AND SAMPLE OF COMPLETED VA FORM 72S2, 

TRANSMITTAL FORM FOR USE IN SHIPMENT OF TABULATING DATA 

1. Item 1. Addruua. Dapartment of Veterans Affairs Automation Center (200/397), 161S Woodward Street 
Austin. TX 78722-0001, ATTN: Persian Gull Clerk. 

2. Item 2. Facility name and addrett. • Enter facility name and address. 

3. items. Reply reference. -Enter facility number and routing symbol 

4. Item 4. Leave blank. 

5. Item S. Number of packages. - Enter number of batches. 

E. Item 8. Dispatch Date. • Enter date submitting to the Office of Financial Management ^rstin Automation 
Center (AAC). 

7. Item ea. Final Batch. -Leave blank. 

8. Kern 7. Official Responsible lor Shipment • Enter name, title and FTS telephone number of Individual 
rasponsibla for transmitting code sheets to the AAC. 

9. Item 8. Tabulating Data. 

a. Column A . Enter Records Control Symbol number lO-OBSa 

b. Column B. JobNumbar. Enter *1^ In first segment and ^0At* In second segmenL 
e. Column C. Descrlollon. 

(1) First Ena antar'P^IAN GULF,' 

(2) Second Ine enter TaeilityNumberr 

(3) Third Inaanlar 'Batch Numberf 

(4) Fourth line enter 'Code Sheet Counf and 

(5) nith line enter 'Cumulative Count' NOTE: This figure should be the total number ef vcteraia who 
have had registry examinations since the onset of the Persian Gulf Registry Program in 1992. 

(d) Columns D and E Leave blank. 

10. Item 9. Remarka. Enter number of VA Form 10-9008A’s uly 1995). 
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SAMPLE OF COMPLETED VA FORM 7252 


TRANSMITTAL FORM FOR USE IN SHIPMENT OF TABULATING DATA 

1. *eoMi.a««t 

Departoent of Veterans Affair* 

Austin Automation Center (200~397} 

16IS Woodward Street 

Austin. IZ 78772-0001 

a. ITATtOte MAMI lUaB ABMCU 

VA Hedlcal Center 

SO Irving Street* N.U. 

Veahington* DC 20001 

I. n«*a.V MPtMCaaCa <«»- 

6S8/136 

«. CPPBCTIVt MTC O* DATA 1 

HMH 

«. en^AtCM oatc 

8/1/95 

lilJi'MI 

9. o#PtCaAk «clP<(MiBL.K p»a fcaaPaatet 8MI* AMT tismmmii 

Joe Doe FTS #700-921-0000 

Veterans* Registry Coordinator 

1 1. riBULATtMC DATA i 


jo«MiM«cn 

(■t 

ocscMimoM 

io 


CAaocouMT 

(Cl 

10-0860 


m 

20A1 

PERSIAN GULF 







Facllicy Nuaber - 686 














Code Sheet Count - 













mi 

HmHHHBHHHHHHHI 










• . «C«MUU 

VA Fora 10-9009A’* (July 1995) 


V* #PM »TOC« OP V* PO«aa so-w. * M OEa*m/7S3* 

mi t«M. te.Lt oc VMO '.WTPW/AP* 
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INSTRUCTIONS AND SAMPLE FORMAT FOR COMPLETION OF BI-MONTHLY REPORT ON 
PERSIAN GULF WAR VETERANS REGISTRY 
EXAMINATIONS (RCS 100860) 


A bi-monthly report is required from all Department of Veterans Affairs (VA) fadiities providing u|Ho- 
date statistical information on Persian Gulf Registry (PGR) examinations. Instructions are provided below 
for the completion and submission of this report 

1 . Date of Report Each report should include the date the report was prepared and submitted to the 
following address: 

2. Mailing Address. This report should be transmitted to the following address: 

Department of Veterans Affairs 
Environmental Ageras Service (131) 

ATTN: Persian GuH Coordinator 
810 Vernicnt Avenue. N.W. 

Washingtan. DC 20420 

3. MamngDate: THs report should be sent to the above aiUess NO UTER THAN 5 WORKING DAYS 
FOLLOWING THE END OF EACH BFMONTHLY REPORTING PERIOD. 

4. The fallowing statistical Intormation is required (see sample 2F-3 and 2F-4). 

a. Initial ExamlriatloiL (The first physical examination oi the Persian Gull veteran.) List the total 
number of completed Mfial examinations performed during the cunnent2HnotMh reporting peitorL NOTE; 
A completed code sheet has ateaify been sent to Austin AutomaSon Center (AACjMiNcit was complOBd 
for the pmpose of enterii^ a Persian GuH veteran into the PGR. TNs count should be vetiBed with the 
computerized or cardSie records maintained at each tadsty (see par.ZOt) describing Hie computerized IX 

card Oe reqriiemenL 

b. Cumulative Initial Examinations. The total number of cumulative inilial examinations listed in Ihe 
previous bi-nxxithly repotL 

c. Cumulative Initial Examination. The total number of lirst-time' examinations performed by Ihe 
medical facility since the beginning of the PGR in 1992. This number should include the current month’s 
initial examinations (par. 4a) plus the sum of the previous month's cumulative initial examinations (par. 
4b). NOTE: ExaminaHons performed by sateirite outpatient cBnks should be Included in the total 
cumulative Bgure-for VA medical center of jurisrScSon. Justification lor exceptions to this requirement 
should be directed to EAS (131), VHA Headquarters. Independent outpatient clinics should report in a 
manner similar to VA medical centers. 

d. Initial Incomplete Examinahons (In process). The total number of incomplete (code sheet(s) that 
has/have not been sent to AAC) initial examinations in process during the period of the current report 

e. Follow-up Examinations. (A first-time examination subsequent to the inhiai examination-a 
completed initial examination code sheet has been sent to AAC.) The total number of follow-up 
examinations during the period of the current report. 

t. Cumutative Follow-up Examinations. The total number of follow-up examinations performed by 
the medical facility sine* the beginning of the registry in 1992. This total should be the sum of the 
previous months' cumulative follow-up examination total and the current bi-monthiy follow-up 
examinations. 
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g. Follow-up Examinations In Process. The total numtjer ol lollow-up examinations being 
processed (completed code sheet(s) has/have not been sent to AAC). 

h. Pending Examination Appointments. The total number ol initial Persian Gull examinations (or 
which appointments have been scheduled beyond the end ol the bi-monthly report period. NOTE: This is 
not amulative and applies to the current bi-monthty report 

I. Next Appointment Date. Indicate the next available appointment date. 

j. Number of Veterans Falling to Keep an Inidat Examination Appointment. The total number of 
veterans who failed to keep a scheduled appointment during the bi-monthly reporting report NOTE: This 
is not cumulative and applies lo repotting period only. 

k. Comments or Problems Regarding Pending Examination Appointments. Problems or 
challenges should be documented with comments regarding examination workload. An explanation and 
action plan to alleviate delays should be provided in situations where a facility has 50 or more 
examinations pending, and/or the next available appointment is more than 30 days beyorxl the date of 
request If statistics have been adjusted due to AAC acceptance of code sheets, the message 
“Cumulative statistics adjusted per transacticxi acceptance at AACT need to be included in this paragraph. 

L Name and Telephone Number The name and telephone number of the person preparing the 
report must be indkotecL 
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SAMPLE FORMAT FOR BI-MONTHLY REPORT ON PERSIAN GULF VETERANS 
(RCS-1 0-0860) 



DEPARTMENT OF VETERANS AFFAIRS 
Medical Center 
Anywhere. USA 85012 

In Reply Refer To: 

August 7. 1995 

Department of Veterans Affairs 
Environmental Agents Service (131) 

ATTN: Persian Guff Coordinator 
81 0 Vermont Avenue. N.W. 

Washington. DC 20420 

SUBJECT: Bi-monthly Report of Persian Guff War Veteran Registry Examinations. 
(RCS-10-0860) - Period Erxling Jufy 31. 1995 (Station #600) 

The sub|6Ct report is submitted for the 2-month period ending July 31. 1995: 

a. Initial Examination (Current 6i-Monthty-R^>orting Period): 

List total number of completed initial examinations performed for 2-month 
period ending July 31. 1995 fue. total number of Persian Gulf Registry 
code sheets submitted to Austin Automation Center (AAC): 


b. Cumulative initial Examinations from Previous Bi-Monthly Report* 

c. Cumulative Number of Completed initial Examinations Performed 

Since Onset of Program (August, 1992): 

Total ol numbers listed in Paragraphs 1-a and i-b. 

Note: This should be the total number of all initial examination code sheets 
submitted to AAC since onset ol program. If code sheets have not been sent 
to AAC. do not indude in this total. 

d. Initial Incomplete Examinations (In process): 

Total number of initial (incomplete) examir^ations m process: 

(code sheets have noi been sent to AAC): 

e. Follow-Up Examinations (Code Sheets Sent To AAC): 

Total number of foiiow-up examinations performed lor current reponmg penod 
(follow-up examinations are those performed subsequent to the initial 
examination where a completed o^e sheet lor an initial examination has 
been sent to AAC); iS 


100 

f 450 

550 

Ik 
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t. Cumulative Follow-up Exammationa: 

Includes the total ol C^ow-up examinations performed (this total 
indudes the number listed in above (par. i-e) and an loiiow-up 

examinations previously reported since August. 1992): 2^ 

g. Follow-up Examinations in Process: 

Total number of lollow-op examinations in process (code sheets 
have not been sent to AAC during this fepon«ng period); 

h. Pending Examination Appointments: 

Total number of initial examinations lor which appointments have been 

scheduled beyond the end of the bi-monthly report period: 20 

i. The next Available Appointment Date; 8/10/95 

|. Number of Veterans Failing to Keep an Initial Examination Appointment: 

T^1 number of veterar\s who failed to keep a scheduled appointment 
during the current bi-monthly reporting period. This is not 

cumulative. IQ 

k. Comments/problems regarding pending examinations: None 

L The name, ^dress and telephone number of the person preparing this report: 


fSionaturel 

John Doe 

Medical Center Director 


2 
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EXAMPLES OF PERSIAN OULF REOISTRY FOLLOW-UP LETTERS 

SAMPLE PERSIAN OULF REOISTRY FOLLOW-UP LETTER 
(MEDICAL PROBLEMS INDICATED) 


DEPARTMENT OF VETERANS AFFAIRS 
Mt^cal C«nt*r 
Anywhtr*^ U^ JL Zip 


In R*9orM R«c^Tec 

(Dtfi) 


PMf , : 

W>it«tfily i p p i drt i|qtyi»ct«tptrtc ^ <tet>it>>Oipa<wnlol ¥ ili rin tA ll*t pW)Pinl«tOUIBag>iiry. TMittoitahoildpmvtob* 
IM^ h tiiMno ta to MM you ctw winm trfo m csnamtd itetf tM pBMlIt hMMi pnttam «NgIi (nv hM imUM tern 
MfvlMtoMiMtoMitojlt«ttMMMQi«1^ 

AidwuMtdtottowncfa<M<l|toy<li^wiitoi^yaiytotoBfc^totol<<PtoteqrtoilitowiMJwrtiii|iH*iiffli|Dp»anto twMlnrlngi 
<wyfct< MBtotd toltoton «i>> totoM <>tiiM»lB dWjto>itohMicf» toli tfytt>ytM>M <tctt> MthM toi pto^ Ktoray 

wMoii you OMwolliMp(NiatoP^towMtylMMctol0llKtBOMMtitftotom>iwt |miM > tola to mw tintfiMctiidutoL 

T?awaa i c<yoir >Mnto iio n a t t>iwWitatfftyVAtod»<ittM^ai>tor>awBM' m aidid V^ha«avquM8om«egneam 

ihaitYeEgffMlMQLgHaglM ym BfciMoft. f i MM fwiMfi Min V ai Mn i f ytoqlMyQMMMiBfM faiMl«nnmTfcirt iaf— laMen. 

Wagaryc u —a aB idtoC B ia i M »i to i a n l <ri[*tiiiipbajatoifcrpaMM^toltoa*alltotfaaH*adtyyairto60Ba Md oiNftocte«» 
wtoM fa VA daanlnn tito ywr Mali pMtim m imiIdi aowactod Ytoi iii ^ri*Atoto»adai>torcc iiian i rtnn toii tofc i aipnnM i 
M»wla»ce nn >c d o « t T^ lnMy<^toai> < a< d iic l>M a b t M l wiid tocDi^i t ta to wMq Jr Men^tatadMMt<rdMfyaMtottiT»dg 
•QQMMiid daln0 aMay Mitooa 

PlMMaRwi*aMNi«nMOAdMMCiiMni*i^MtoliadMitorVAb«a^ VyeuvMitoatacMtivpiMMegrtBaijair 
iwawiVAftogianilOtoa*. toyctf aia.9afto^eraloato«litactoidto(id>Mto> Thtor MteteM ntMiagf li nui^ari Kyeu 
nMd ay Itftar Mwaie^ you m^r eeitoct a VMnnr Btmtoi OoiaMtor by etotog fa VA IdMn toliphent fMTtoir i<80M27oi 00& 

AwoutMdipogrMihMboMtoalmntoJbyaWehVAiwaiMailwadauliiaidtofa R«giayofrfBnBbartVAae0«VM.todkRaiot» 
hMtoieonMaanoMofirtRayMfvlMlnfaPwaiMQaiffMflarofopatfemdkMtogtwPmlinQuf Wa. You bt rooiMno a ^anan 
QiAR>vto<riwWdilipi±ia»dpatodM^tyVAV Ci i»fccwn>iMi/oiMSanilBaL Acopyoltito Tto vIxainctoMJtoryotfiaarMcm. 

WatuaNiHbnnMonbhitoUtoyaa OnBiaoan.y«tfpKte|ptfBAtotwaoiMyaaaradUid. 

Stairtfjr. 


Nmw Of VaavV ftoglrtv Ptfyacton 
Erctera 
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Auguat 8, 1895 


SAMPLE PERSIAN GULF REGISTRY FOLLOW-UP LETTER 
(NO MEDICAL PROBLEMS INDICATED) 


DEPARTMENT OF VETERANS AFFAIRS 
Madical Cantar 
Anywtiara, U^A. Zip 


In Reaponj* Tcc 


Wo sincerely appreciate your recent participation In the Department ol Veterans Affairs (VA) Persian Guff 
Registry. This ^ort should prove to be helpful In assIsSng us to serve you and other veterans who are 
concerned about the possSsla health problems which may have resulted from service In Southwest Asia during 
the Persian Gulf War. 

As dscussed at the conclusion of youirv6R,.muitsM your examination and laboratory tests InrScate that 
there are no detectable medcal problems. At this time you havenbnason to be concerned about any adverse 
health effects resulting from yoir servica In the Persian GuK. Howewar. |n. the future if you have a medical 
problem, I would encourage you to se^thirl^^^g^ii^ Of^^^ meitcal oantw or outpatient 

dlnla Youiiwra^lajdflelgifwiie'r^^ - 

TheresultsofyourexainlnationwillbainalntalnedlqFVAandwilbeBvallableforluturausaashMded. ‘ 

-- ^ ■ 

Please remamberlhat this examlnation^oes.(iot aubinattca^lnllbde AAtaimfor. VA benefits.. M youwlsh to 
file axIalm.pIMsa'rccini^ybur hearek^ABKi^J^li^ Jn-your^^ Reglanal Office b located at 
(address) . ThalrlalBohbhiintiriibarb (leleohonet)umberL ttfytiuTieadanvfuttharasslslanea. viiu may erxitacl 
a Veterans' Benefib Cowselor by calling the VA ton-free telefihans number 1 -800-827-1 000. 

An outreach prograrn has been Implemented tqpwHdi^A nottfin al Mlviduab isted in the Registry ol 
significant VA actMti^ hKhidfiig the health consequences of mmtaqr servica In the Pprslan Gulf theater of 
operations during the Persian Gulf War. You wDI be receiving a “Persian Gulf Review' which b published 
periodically by VAtiEnvirorvnenlalAganb Service. A copy of Ihb'RsvWb enclosed lor your reference. 

We bust thblnionnationb helpful to yoa Once at^in, your participation In the registry b appreciated. 

SlTKerely, 

fSkmatum) 

Name of Veterans’ Registry Physician 

Enclosure 



(Date) 

Name/ Address 

Dear 
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CHAPTER 3. PHASE It. PERSIAN GULF UNIFORM CASE ASSESSMENT PROTOCOL (UCAP) 

3.01 PURPOSE 

This chapter provides a Uniform Case Assessment Protocol (UCAP) for the evaluation of Persian Guif 
veterans with unexplained illnesses. 

3.02 BACKGROUND . : 

a. Many of the almost 690,000 personnel who served In the Persian Gulf have reported health problems 
since their return to the United States. While most of the health problems of these veterans have been 
diagnosed as conditions that are readily definable, some veterans have unexplained illnesses v^ich developed 
after their Persian Gulf service. Many of the Gulf War veterans seen by Department of Veterans Affairs (VA) 
Veteran's Registry Physicians (VRPs) have complex, multifaceted health problems that provide difficult 
diagnostic challenges. Veterans are understandably fruited that definitive answers regarding the caus6(s) of 
their problems are not immediately forthcoming. 

b. VA and the Department of Defense (DOO) working cooperatively developed a UCAP for the evaluation of 
these Persian Gulf veterans who after a thorough routine medical evaluation are determined to have unex^ained 
Illnesses. NOTE: This UCAP, grew out of the rmdicaJ experience in diagnostic evaluation of Gulf War veterans 
seen at VA Referral Centers. The protocol was then further refined and adapted for use by both VA and DOD 
facilities. 

c. The UCAP irdudes a group of supplemental baseline laboratory tests and consultations v^ich should be 
provided to every veteran debilitating unexplained Blness. It gives guidelines for the minimum diagnostic 
workHjp of the most frequent complaints experienced by Gulf War veterans wttti unexplained Illnesses. This 
protocol utilizes validated and readily avalise diagnostic tests to thoroughly evaluate each of the common 
symptoms reported by Gulf War veterans. 

d. The concept behind the protocol was to Identify previously unrecognized major diagnostic entities which 
could provide an explanation for the symptoms commonly reported in Persian Gulf veterans with unexplained 
Illnesses. It should be emphasized that the protocol Is nc4 designed to be Bil^r>compa5Sing; therefore. It needs 
to be carried out with a high degree of clinical judgment All significant symptoms and abnormalities not 
specifically outlined in the protocol, must be fully evaluated according to the medical judgment of the VRP who Is 
directing the worknjp. The information gathered by this process is to be entered Into a computerized database 
through the use of VA Form 10'9CX)9A (July 1995), Persian Gulf Registry Code Sheet Pari ill (see App. 3B). aixJ 
will be analyzed for patterns of disease. 

3.03 AUTHORmr 

The UCAP for Persian Gulf veterans with unexplained Illnesses was administratively established by the Under 
Secretary for Hearth to assist in addressing the ur^ique health concerns of the Persian Gulf veterans. On 
November 2, 1994, Public Law (Pub. L) 103-446 amended Title 38 Unfted States Code (U.S.C.) 1117 
implemerrting the uniform arxJ comprehensive medical evaluation pro t ocol for the veterans of the Persian Guif 
War. 

3.04 POUCY 

ft Is VA policy that all VA health care facilities must examine the available services for Persian Gulf veterans 
to ensure that quality outreach, diagnostic, and treatment services are furnished as kiterxled; and If these 
services cannot be provided by the local VA facility, a mechanism must be developed to provide these services 
by contract, sharing agreements or referral to other VA faculties. 
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3.0S RESPONSlBlimES 

a. VR^. Tha responsibility of thdVRPts to: 

(1) Conduct the Registry examination (Phase I). which Is the first step toward diagnosis of the health 
problems of a Persian Gutf veteran^ and 

(2) if a diagr>osis is not readily apparent after conducting routine medical evaluatior^s. to initiate the UCAP. 
(Ph^e II) using the protocol provided in Appendix 3A. 

b. Vetefina’ Regletry Coordinetor* (VRCe) The VRC Is responsible foe 

(1) Reporting Instructions as included In Appendix 2D and Appendix 3B. 

(2) Providlog accurate coding of both symptoms and diagnoses and .when questions arise about these Hems, 
consult ¥vtth VRP, or designee. 

(3) Completing and submitting the UCAP and VA Form 10-9009A (July 1995) through appropriate channels to 
VA Centra! Office of Environmental Agents Service (EAS). NOTE; ReUued questions may be referred to 
EAS, teUphom (202)565^183, 
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UNIFORM CASE ASSESSMENT PROTOCOL (UCAP) 

1. Phase i Level Laboratory Evaluations 

a. Complete Blood Courrt (CBC), 

b. Urinalysis, and 

c. Blood Chemistry • SMA-6. 

2. Phase ILLevel Evaluation Protocol. Phase 11 Level Evaluations are recorrtmer>ded for those veterans after 
complete clinically indicated evaluations are cor>duc(ed and the physician determines that the patient has an 
unexplained illness. Individuals who after completing Phase I or Registry evaluations, have a disability and do 
f>ot have a clearly denned diagnosis which explains their symptoms, must receive the following supplementa! 
baseline laboratory tests and cor\suttations. 

a. Supplemental Baseline Laboratory Testa 

(1) CBC, 

(2) Sedimentation Rate Erythrocyte Sedimentation Rate (ESR), 

(3} C-Reactive Protein. 

(4) Rheumatoid Factor. 

(5) Ajiti-Nuclear Antibody (ANA). 

(6) Liver Function. 

(7) Creatine Phosphokinase (CPK), 

(8) Hepatitis Serology. 

(9) Human Immuno-deficlency (HIV). 

(10) Venereal Disease Research Laboratory (VDRL), 

(11) B-12 and Folate, 

(12) Thyroid function Test, 

(13) Urlnafysis, and 

(14) Tuberculosis (TB) sWn test Purified Protein Derivative (PPD). 

b. Consuttatlona, to Include: 

(1) Dental, but only if partidparrt's annual screening is r>ot done. 

(2) Infectious Disease. 

(3) Psychiatry, but only with physiclarvadministered Instruments. 
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(a) Staictured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders. Third Edition, 
Revised (DSM lll-R). NOTE: Delete nodules for mania and prychosis. 

(b) Clinician Administered Post Traumatic Stress Disorder (PTSD) Scale (CAPS). 

(4) Neuropsychological Testing, but onfy as Indicated by a psychiatry consult 

c. SymptorTvapeelfie Examination. Individuals who have the following symptoms should have the listed 
minimum work-up. 

(1) Diarrhea, to include: 

(a) Gastrointestinal (Gl) consult, 

(b) Stool for Ova and Parasites (O&P). 

(c) Stool Leukocytes. 

(d) Stool Culture, 

(e) Stool Volume. 

(f) Colonoscopy with biopsies, and 

(g) Esophagastroduodenoscopy (EGD) with biopsies and aspiration. 

(2) Abdominal pain to Include: 

(a) Gl consult. 

(b) EGO with biopsy and aspiration. 

(C) Colonoscopy with biopsy. 

(d) Abdominal Ultrasound. 

(e) Upper Gastrointestinal (UGI) series with sm^l bowel fdiow-through, and 

(f) Abdomirial Computed Tomography (CT) Scan. 

P) Heedaohe 

(a) Magnetic Resonance Imaging (MRI) of the head, and 

(b) Lumbar Puncture (LP) to include: 

1. Glucose, 

2. Protein. 

2. Cell Count. 

1. VDRU 

2. digodonal (IgQ), 
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6. Myelin basic protein, 

7. Opening pressure, and 

8. Neurology. 

(4) Muscle Aches and/or Numbness 

(a) Electromyogram (EMG). and 

(b) Nerve Conduction Velocity (NCV). 

(5) Memory Loss, only if verified by neuropsychological testing, to include: 

(a) Magnetic Resonance Imaging (MRl), 

(b) LP, NOTE: See tests on headache evaluation. 

(c) Neurology consult. 

(d) Neuro-psychological testing. 

(6) VerUgo and/or Tinnitus, to Include: 

(a) Audiogram, 

(b) Electronystamogram (ENG), and 

(c) Brainstem Auditory Evoked Response (BAER). 

(7) Chronic Fatigue, to include: 

(a) Polysomnography, and 

(b) Multiple Sleep Latency Test (MSLT). 

(8) Chronic Cough and/or Shortness of Breath, to include: 

(a) Pulmonary Consult, 

(b) Pulmonary Function Test (PFT) with exercise and Ariena! Blood Gases (ABG). 

(c) If routine PFT's are negative, perform Melhachotine challenge test, and 

(d) Bronchoscopy with biopsy and/or lavage which is to be considered if PFTs are normal. 

(9) Chest Pain and/or Palpitations, to include 

(a) Electrocardiogram (ECG). 

(b) Exercise Stress Test, and 

(c) Holler monitor. 
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(10) Skin Rash, to include: 

(a) Dermatology consult, and 

(b) Consider a biopsy. 

( 1 1 ) Reproductive Concerns, to include lor: 

(a) Males, an urology consult; and 

(b) Females, a gynecology (GYN) consult. 

(c) Additional elements recommended for the evaluation of Persian Gulf veterans with conpiaints of 
Reproductive Health Problems (RHP): 

1. Detailed genitourinary history anchor problems, e g.: 

a. Sexual. 

b. Genitourirtary symptoms, 

Q. Menstrual. 

jl. Contraceptive practices. *'* 

g. Pregnancy-related, 

1. Conception, ’ * 

g. Birth defects. 

h. Congenital disorders. 

[. Menopause. 

j. Prior infections. 

k. Prior surgery, and 

j. Exposures to toxic agents, etc. 

2- Detailed genital/peMc examination. 

3. Laboratory and ancillary testing, e.g.; 

a. Pap tests; and 

b. Tests lor genitourinary infections. 

4. Urologist consultation lor male veterans who have RHP that cannot be diagnosed or managed 
successfully by primary care practitioners. 

§. Gynecology consultation for female veterans who have RHP that cannot be diagrwsed or managed 
successfully by primary care practitioners. 
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(d) Additional elements for evaluation ol Persian GuK veterans with complaints ot infertility 

1 - Detailed menstrual and reproductive history (such as the Infertility Questionnaire utilized by Walter 
Reed Army Medical Center*). 

2. Semen analysis, e.g.: 

a. Volume. 

b. pH, 

Q. Liquefaction, 
d. Sperm concentration. 

Q. Motility, 

f. Progressive motilrty, 

g. Sperm viability. 

h. Leukocytes, and 
j. Morphology. 

Referr^ to an infertility spedalist or program. 

(e). Additional elements for evaluation of Persian Gulf veterans with complaints related to birth defects 
or genetic disorders in offspring conceived during or after Persian Gulf service. 

1- Detailed history of congenital or genetic disorders ($u^ as the Patient Genetic Screen Questionnaire 
utilized by Walter Reed Army Medical Center*). 

2- Detailed occupational exposures questionnaire (such as Worker and Supervisor Questionnaires 
utilized by National Naval Medical Center*}. 

Referral to a genetic disease specialist or program. 

* For copies of these questionnaires (hems d-I and e-1 and 2} contact VA Environmental Agents Service 
(I03A}at202-565'^l8y 
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INSTRUCTIONS AND SAMPLE FORMAT FOR COMPLETION OF 
VA FORM 10-9009A (JULY 1995), PERSIAN GULF REGISTRY CODE SHEET, PART III, 
UNIFORM CASE ASSESSMENT PROTOCOL (UCAP). PHASE II 

1 . General Instructions for Completing Department of Veterans Affairs (VA) Form 10-9009A, Part 
III, Phase II Persian Gulf Registry Examination. 

a. The Phase 11 examination (VA Form 10-9009A, Part III) should be ottered to all eligible Persian Gulf 
War veterans with unexplained illnesses. The Phase II examination should be performed after the 
completion of the Phase I registry examination and a thorough cJinicaiiy-hased evaluation of the veteran's 
symptoms as deemed necessary by the examining physician. 

b. Phase ll should be performed at the local VA medical facility or if the medical expertise is 
unavailable, local referral must be made to the nearest regional tertiary care center or Persian Gulf 
Referral Center. 

c. Reporting requirements described in Appendix 2D will apply to. VA Form 1 0-9009A, Part III. 

( 1 ) Part 111 of the code sheet must be con^leted at the time of. the examination by the veteran’s 
registry physician (VRP). A completed Part 111 will be returned to Medical Administration Service (MAS) for 
completion of IC0-9-CM codes where cippropriate. 

(2) A bi-monthly report of Phase II examinations is to be sent to Department of Veterans Affairs. 
Environmental Agents ^rvice (131), 810 Vennont Avenue. N.VI/.. Vl/ashin^n, DC 20420. 5 work dc^ 
following the end of each report period (refer to instructions and sample report in App. 3B). 

2. instructions for Completing VA Form 10-9009A, Part III, Phase II 

a. Tests and Consultations NOTE: Onfy those Hems which are related to die veteran’s syn^Homs 
and deemed necessary by the examining physicians should be completed: leave test and consult 
questions that are not applicable Uank. 

(t) Item 1. Blocks 1-24. Were the following iesis performed? Enter one of the following codes in 
designated blocks; 

Y = Yes 
No 


( 2 ) 

(a) 

(b) 

(c) 

(d) 

(e) 
(0 

(g) 

(h) 


Item 2. Blocks 1-18. Blood Tests / 

Block 1. Complete Blood Count (CBC)? 

B\ocy 2 . Skin Erethyma Dose (SED) Rate? 

Block 3 . C-Reactive Protein? 

Block A. Rheumatoid Factor? 

Block 5. Fluorescent Anti-Nuclear Antibody (ANA)? 

Block 6 . SGOT (AST) (Glutamic Oxaloacetic Transaminase)? 
Block 7 SGPT (ALT) (Transaminase Glutamic Pyruvale)? 
Block a. Lactic Acid Hydrogenase (LOH)? 
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(i) Block 9. Alkaline Phosphatase 

(j) Block 10. Creatine Phosphokmase (CPK)? 

(k) Block 1 1 ■ Hepatitis B Surface Antibody? 

(l) Block 12- Hepatitis 8 Core Antigen? 

(m) Block 13. Venereal Disease Research Laboratory (VORL)? 

(n) Slock 14, Vitamin &-12? 

( 0 ) Block 15. Folate? 

(p) Block 1 6. Hunvin Immuno-defidency (HIV)? 

(q) Block 17. Thyroxine Total Serum {T4)? 

(r) Block 1 8. Thyroid Stimulating Hormone (TSH)? 

(3) Items. Block 19. Urinalysis? 

(4) Item 4. Block 20. Tuberculosis (TB) Skin Test Purified Protein Derivative (PPD)? 

(5) Items. Block 21. Chest X-ray? 

(6) Items. Block 22. Psychiatric Consultation? 

(a) Item 6A. Block 23. Strucktred Clinical Interview for Diagnoses (SCID) for Diagnostic and 
Statistic^ Manual of Mental Disorders, Third Edition. Revised (DSM-lll-R). Was the SCID interview 
given? 

(b) Item 6B. Block 24. Clinical Administered Post-Traumatic Stress Disorder (PTSD) Scale (CAPS). 
Was the CAPS performed? 

(7) item 7. Blocks 25-39. List of Diagnoses. Designated physician staff or physician assistants are 
to provide narrative description of diagnoses. If none, leave blank. NOTE: MAS coders: Enter ICD-9- 
CM codes in Blocks 25-39. 

(8) Items. Block 40. Psychology-Neuropsychological Test. Was this lest performed? Enter one of 
the followir>g codes in Block 40. 


Y = Yes 
N = No 

(9) Item 8A. Blocks 41-55. List of Diagnoses. Designated physician staff or physician assistants 
are to provide narrative description of diagnoses. If none, leave blank. NOTE: MAS coders: Enter ICD- 
9-CM codes in Blocks 4 1 -55. 

(10) Items. Block 56. Infectious Disease-Screening Examination. Was this examination performed? 
Enter one of the following codes in Block 56. 


Y«Yes 
N • No. 
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(11) Item 9A. Blocks 57-66. List of Diagnoses. OesignaieO physician stall or phy&aan assistants 
are to provide narrative description ol diagnoses. If none, leave Wank. NOTE: MAS coders: Enter ICD- 
9-CM codes in Slocks 57-66. 

(12) Item 10. Block 67. Dental Examination, inhere was a medical indication, was this examination 
performed? Enter one of the following codes in Block 67. 

Y»Yes 

N = No 

(13) Item 10A. Blocks 66-77, List of Diagnoses. Designated dental staff are to provide narrative 
description of diagnoses. If none, leave Wank. NOTE: MAS coders: Enter ICD~9-CM codes in Blocks 
68-77. 

SYMPTOM-SPECIFIC EXAMINATIONS . PHASE M NOTE: Complete only those questions which are 
appropriate to the veteran's symptoms: otherwise leave these blocks blank. 

(14) Item 11. Blocks 7S-98. Diarrhea and/or Abdominal Pain 

(a) Item 1 lA. Block 78. Did patient receive a G1 (Gaslroenterotogy) consult? Enter one of the 
folIONwng codes in Block 78. 

Y = Yes 

N»No 

(b) Item 11 B. Blocks 79-98. List Diagnoses. Designaled physician staff are to provide narrative 
description of diagnoses. If none, leave Wank. NOTE: MAS coders: Enter ICO-B-CM codes in Blocks 79-98. 

(15) lt^12. Bloclos 99>109. Headache and/or Memory toss 

(a) Block 12A. Block 99. DkJ patient receive n^rWogy consult? Enter one of the following codes in 
Block 99: 

Y = Yes 

N = No 


(b). Item 12B. Blocks 100-109. List Diaonoses . Designated physician staff are to provide narrative 
description of diagnoses. If rxjne. leave blar^ NOTE: MAS coders: Enter ICD-9-CM codes in Blocks 
100-109. 

(16) Item 13. Blocks 110-120. Muscle Aches or Numbness 

(a) Item 1 3A. Block 1 1 0. Did patient receive a neurology consoit? Enter one of the follovnng codes: 
in Block no. 

Y = Yes 

N = No 

(b) Item 13B. Blocks 111-120 List Diagnoses. Designated physician staff are lo provide narrative 
description ol diagnoses. If none, leave Wank. NOTE: MAScoders: Enter ICD-9-CM codes in Blocks 111-120. 

(17) Item 14. Blocks 121-131. Chronic Fatigue 

(a) Item 14 A. Block 12 1. Did patieni receive consuit(s) relating lo chronic fatigue? Enter one of Ihe 
lollowing codes in Block 1 2 1 . 
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(b) Hemi4B. Blocks 122-131 List Diagnoses. Designated physician start are to provide narrative 
description of diagnoses, if none, leave blank. NOTE: MAScoders: Enter ICD-B-CM codes in Blocks 122-J31. 

(18) Item 15. Blocks 132-142. Joint Pain 

(a) Item 15A. Block 132. Rheumatology Consult Did patient receive rheumaiology consult? Enter 
one of the following codes in Block 132: 

Y- Yes 

N»No 

(b) . Item 156. Blocks 133-142. Ust Diagnoses. Designated physician staff are to provide narrative 
description of diagnoses. If none, leave blank. NOTE: MAS coders: Enter ICD-9-CM codes in Blocks 
133-142. 

(19) Item 16. Blocks 143-1 S3. Chronic Cough and/or Shortness of Breath 

(a) Hem 16A. Block 143. Pulmonary Consult DkJ patient receive pulmonary consult? Enter one of 
the following codes in Block 1 43: 

Y = Yes 

N-No 


(b). Hem 168. Blocks 144-153 . Ust Diagnoses. Designated physician staff are to provide narrative description 
ofdiagnoses. If ntHie. fc^ank. NOTE: MAScodees: En^lCD-9-CM codes in Shocks 144-153. 

(20) Item 17. Blocks 154-164. Skin Rash 

(a) Item 17 A. Block 154. Dermatology Consult Did patient receive a dermatology consult? Enter 
one of the following codes in Block 154. 

Y = Yes 
N = No 


(b) Item 17B. Blocks 155-164. Ust Diagnoses. Designated physician staff are to provide narrative 
description of diagnoses. If none, leave blank. NOTE: MAS coders: Enter ICD-9-CM codes in Blocks 
155-164. 

(21) Item 18. Blocks 165-175. Vertigo and/or Tinnitus 

(a) Mem 18A. Block 165. Audiology consult? Did patient receive an audiology consult? Enter one 
of the following codes in Block 165; 


Y = Yes 
N = No 
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(b) Hem 18B. Blocks 166-17S . Ust Diagnoses. Designated physician staff are to provide narrative 
description of diagnoses. If none, leave Wank. NOTE: MAS codtrs: Enier 1CD-9‘CM codes in Blocks 
166-175. 


(22) Item 19. Blocks 176-186. Chest Pain and/or Palpitations 

(a) Hem 19A. Bloc^ 176. Carcfiologry Consult? Did patient receive a cardiology consult? Enter ^e of the 
fWiowing codas In Block 176: 

Y-Yes 

N-No 

(b) Item 19S. Blocks 177-186. list Diagnoses. Designated physician staff are to provide narrative 
description of diagnoses. If none, leave Wank. NOTE: MAS coders: Enter ICD-9‘CM codes in Blocks 
J77-m. 

(23) ft8m20. Blocla 187-198. Reproductiva Coneama 

(a) ltem2QA. Block 187 . Did m^e patient receive a urology consult? Enter of the foHowino codes In Block 
187. 

Y-Yes 

N-No 

hem20B. Block 188. Did femsJe patient lec^ve a gynecology consult? Enter one of the following codes 
In Block 188. 

Y-Yes 

N-No 

(c) Hem 20C. Blocks 18»198 . List Diagnoses. Designated physician staff are to provide narrative 
description of cCagnosas. If none, leave blank. NOTE: MAS coders: Enter ICD‘9^CM codes in Blocks 
'189‘29S, 

(24) Ham 21. Blocks 199-248. Final Diagnoses. Ust up to 10 malor definite medical diagnoses on Snes 
21A'>I. with the primary diagnosis listed on tirre 21A. tf no (Sagnosis is made, leave these Snes Wank as well as 
blocks for ICD-G codes. NOTE; MAScoders: Use ICD-9-CM codes in first five numbered blocks of each 
diagnosis, 

(25) Hem 22. Block 249. After completing U^^P, Phase II, the physician feels that the veteran has an 
unexplained QIness? Enter one of the folicr^ng codes In Block 249. 

Y-Yes 

N-No. 
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INSTRUCTIONS AND SAMPLE FORMAT FOR COMPLETION OF BI-MONTHLY REPORT 
ON PERSIAN GULF UNIFORM CASE ASSESSMENT PROTOCOL (UCAP), PHASE II 
(RCS-10-O8S0) 

A bl-monthiy report Is required from all Department of Veterans Affairs (VA) lacflities for all Persian Gulf 
veterans receiving a Uniform Case Assessmerrt Protocol (UCAP). Instrurdlons are provided below for Itie 
completion and submission of this report NOTE: A sample report is provided in Appendix 3C. 

1. Title of Report: Bi-monthly Persian QuH Reoistry Phase II Examination Report 

2. Reporting Months: The 2-month reporting period Including month and year. 

3. Reporting Facility, Address, and Station Code; Identify name, adcioss and station cods of each reporting 
facility. If Uniform Case Assessments (UCAs) are performed by satelTite outpatient clinics, these dinics should 
be Identilied and UCEs reported by VA medical center of Jurfsrtiction. 

4. Column A: Include the Persian Gulf veteran's name. Social Security Number. (SSN), race, sex and branch 
of service. 

5. Column B; If Persian Gulf veteran was an outpatienL Indicate this by providing the date of the Initial Persian 
Gulf Registry examination, in Column B. 

6. Column C: If Persian Guff veteran was an inpatienL Indicate this by providing the date of admission, date of 
discharge, and the date of the Initial Persto Gulf Registry examination In Column C. 

7. ColumnD: list up to ten exposuraaas kideated by veteraa 

S. ColumnE: uaiptotens y nplonis to np l alnts (wiftfCO-Bcodes) asinfflcaiedby vMwatL 

9. Column F: list up to ten dtagnoses(iidlftlCtLe codes). H there are no <Sagnosss.ln(Scata^ions.* 

10. Column Q: list all pending tesis, consultations, and procedures. If incomplets prior to iSscharge. 

11. EvalusUon: Summarize the total number o( Perrian Gulf veterans OnpaUents. outpatients receiving UCA's 
duitng the current reporting months, end cumulative statistics dncelheonsMof this progrsffl (June, 1994). The 
total mrmber of pending UCA% (those Persian Gulf veterans for whom a UCAE has been sdiertiiled but net 
perfomterQ should be listed for the current month and not cumulative. 

12. Reporting Information: Piovtda the data of this report end ttia name of the staff member preparing this 
report and the staff member's telephone oontacL 

13. Mailing Addrees: This report should be transmitted to the follcwing address: 

Oepartment of Veterans Affairs 
ErMtonmenial Agents Service (103A) 

ATTN; Persian Gulf Coordinetar 
810 Vermont Avenue, N.W. 

Washington, DC 20420 
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SAMPLE FORMAT OF Bt-MONTHLY PERSIAN GOLF REGISTRY PHASE II 
UCAP (UNIFORM CASE ASSESSMENT PROTOCOL) REPORT (RCS-10-0860) 


ftiUiiPLE FOAMA7 Of 

BkMOKTHLY PERSIAN OULF REOtSTRY PHASE B UCAP (UNIFORM CASE ASSESSMENT PROTOCOg 
REPORT (RCS-K^dO) 

REPORT1NQ PERJODNAmS-JULY. 1»M 
VAMC: PHOENIX. AZ (•44) 


1*1 


(C) 

(0) 

(E) 

(n 

(01 

NAM&SSH/ 
AQEmACE/SEX 
BRANCH OF 
SERVICE 

OUTPATIENT 
DATE OF 
EXAMINATION 

StPATICNT 
ADMlSSiONI 
OISCHARCCI 
PRCR EXAM 
DATES 

USTOF 
EXPOSURES 
(UP TO TEN) 

USTOF 
SYMPTOMS 
(UP TO TEN) 

A 

tCD4 CODES 

USTOF 
DUONOSIS 
(UP TO TEN) A 

ico -0 cooes 

PENDINQ 

TESTS/CON- 

SULTATIONS/ 

PROCE-DURES 

PRIOR, RICHARD 
222-222-2222 

U Y.0.WJ4. 

ARMY 

•n7/04 


DIESEL FUEL 
MCROWAVES 
NERVE OAS 
ANTHRAX 

FAT10UE/ 

MALAISE 

(7107) 

NEURA- 

STHENU 

POOS) 

MRl; 

THYROtO 

FUNCTION 

TEST 

MAITLAND. JANE 

7n«77»77n 

2SY.0A.F. 

ARMY 


7/17/04 

7/2004 
an 1/04 

SANDFLY 

OO. WELL 

BUOICE. 

JOINT 

PAM(7aSM); 
RASH (7021); 
WEIOHT 

LOSS (7032); 
HEADACHES 
(»40k 
MSOMMA 

(noook 

BEPRESamW 

(70001 

MULTIPLE 

SYMPTOMS 

OF 

UNKNOWN 

EDOLOOY 

(7000) 

NEURO- 

PSYCHOLOOICAL 


MPATtEMT MPATSKT PBID0M 

. V •• AOMSSIONS. OtSCHAROa OUrPATKMTSt UCTt 

CURRENTHOKTH: 11 IS 

CUMUIATIVE: • • OS 

TOTAlAv- I" --.'.Y.-.*' , j 

DATE: 07/04; PREPARED BY: JANEDOC; PHONE 000422-2222 

• YA>.W>1. • Year aU white male; •• T.O-BJ’^Tcaraia black baak 
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CHAPTER 4. PERSIAN GUI F REFERRAL CENTERS (PGRCs) 


4.01 PURPOSE 

This chapter sets lorth clinical and administrative policies concerned with program management of Veterans 
Health Administration (VHA) Persian Gull Referral Center (PQRC) examination programs established ’at 
Department of Veterans Affairs (VA) Medical Centers in Birmingham, At, Houston.TX, Washington, DC, and 
West Los Angeles, CA. 

4.02 BACKGROUND 

a. In August 1992, VA established three PGRCs to medically assist Persian Gulf veterans whose symptoms 
defy explanation through the usual diagnostic and therapeutic endeavors of local VA medical centers. An 
additional center was established In June, 1995. The centers were established when K became clear that 
Increasing number of Desert Storm veterans appeared to be Incapacitated and had symptoms which eluded 
routine medical diagnosis despite thorough medical wodr-upe at VA medical centers. VA detennined that lor 
these veterans It was desirable to provide for Inpatient stays to allow lor observation, multidisciplinary 
consultation, documentation of lengthy occupational and exposure histories, and an opportunity lor frequent re- 
examlnatioa For such veterans, locai VA medical centers make special arrangements lor the transfer, following 
consultation with the referral center clinicians, to the appropriate center. 

b. The referral centers, located at VA Medical Center in Birmingham, AL. Houston, TX, Washington, DC, and 
West Los Angeles, CA, were selected based on availability of clinical and academic expertise In such areas as 
pulmonary and Infectious diseases, neurology. Immunology, neuropsychology and access to toxicologic 
expertise. The centers place an emphasis on specific symptom complexes, such as fevers of unknown origin, 
chronic fatigus, memory loss, unexplained weight loss and other adverse health conditions possbiy associated 
with chemicalAoxic environmental exposures In the Persian Gulf. 

4.03 AUTHORITY 

Authority for the VHA PGRCs Is provided by Persian Gulf-relatsd legislallan includbig: 

a. Public Law (Pub. L) 102-25 which established a Persian QuH War period ol sarvica affecting persons 
servingonactivedutyasof August 2, 1990 At this time, there Is no endng date established by law. 

b. Pub. L 102-585, Title VII, *Persian Gulf War Veterans' Health Status Act* enacted November 4, 1992, 
mandates the Secretary ol Veterans Affairs to establish and maintain a Persian Gulf Registry and provide health 
examinations and counseling for eligible veterans;. 

c. Pub. L 103-210, enacted December 20, 1993, provldas the Secretary of Veterans Affairs, with authority to 
provide priority health care for eligible Persian Gulf veterans presenting adverse health conditions possibly 
associated with service In the Persian GuH. 

4.04 POUCY 

Persian Gull veterans already determined to be ellglbla tor a Persian Gulf Registry examination and/or health 
care under the authorities cited In paragraphs 2.02 and 3.02, and who have been admitted lor outpatient and/or 
Inpatient care at a VA medical center, may be considersd for referral to a PGRC NOTE: Firal eligibility 
determimtions for admission to a PGRC isbel^tothe discretion of the PGRC Director. 

4M PROGRAM GUIDANCE 

a. Special directives ar>d other program guidance prepared by VA Central Office's Environmental Agents 
Service (EAS) (1 03A), provides the basis tor PGRC program activities. 
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b. Appropriate means. I.e., medical center merrtorantJa, r>eed to be taken to circulate this information 
throughout each Referral Center. 

c. PGRC staff must be aware of educational Infwtnation and other materials end pubfications prepared by 
EAS (e.g.. Persian Gulf posters. Persian GuU Reviews. Persian Gulf Staff Updates. Persian Gulf Pact Sheets. 
£tc.). 

d It is expected that PGRC staff will participate in national education meetings end attend periodic nationwide 
conference cafis conducted by the EAS. NOTE: , They sfu>uki be joined by VA medical center staff 
concerned with the delivery of health care to Persian Gulf veterans and the mainlenance of the Persian 
Gulf Registry Exairunanon Program. 

4.06 RESPONSIBILmES 

8. PGRC program management requires dose coon^nation and Interaction between PGRC staff and VA 
medical center staff making medical referrals of Persian Gulf veterans with difficult to diagnose health 
conditions. 

b. VA Central Office’s EAS (103 A) provides program guidance and administratively oversee acthr'rties of the 
PGRCs and referring medical centers. 

c. PGRC Responsibilfties . A specialty dedicated clinical and administrative support staff headed by a 
"Referral Center Clinical Director* Is established at each PGRC. The Dlrecior 1$ responsit^e for the clinical 
management of all medical and administrative activities associated with the special diagnostic program. Major 
responsibilib'es indude: 

( 1 ) Consulting with VA piedlcal center staff to determine appropriateness of referral of Persian Gulf veteran 
to the PGRC. 

(2) Providing medical consultation to VA medical centers of origin fc^ those cases In ft is determined 
that a PGRC admission is nd required. Such consultative support is to assist tha local medical center in arriving 
at a diagnosis and treatment regimen for Persian gulf vet6fan(s) In ques6on. 

(3) Providing for an administrative aspects of admission, with the dose support and assistance of the medical 
center's Medical Administration Service (MAS), of patient referrals to the PGRC. 

(4) Developing s medica] plan of action on each referral, le.: 

(a) Reviewing and confirming the complete medical history In veteran’s Consolidated Health Record (CHR), 

(b) Providing a comprehensive physical examlr>atlon, 

(c) Providing routine baseline laboratory tests, 

(d) Providing other diagriostic testing as required, and 

(e) Arranging specialty consultations as determined medcally appropriate. 

(5) Advising the veteranfs) if they have not already done so. of the opportunity to participate In, and be 
included In VA's computerized Persian Gulf Veterans Health Registry Examination Program, ff veteran wishes to 
p^ticlpate in the registry, the PGRC Is to ensure compliance wfth all registry procedures as outlined In M-10. 
Part in. Chapter 2. NOTE: Before referral to one of VA's PGRCs. it is requested that all VA medical 
censers perform a Persian Gulf Registry £iami>uno/i (Phase !) and if at all possible a Uniform Case 
Assessment Protocol (UCAP) (Phase II). 


4-2 



539 


August B, t9S5 


M-10, Psrt III 
Chapter 4 


{€) Providing for the documentation in the veteran's CHR of ail medical Information pertinent to each referral 
(PGR code sheets, lat»ratory reports, etc.). 

(7) Upon corxriuslon of the PGRC's dragnostic work-up of each veteran, providing for adminTstrativo referraJ 
of ^at individual back to the referring medical center. The PGRC contacts the medical center of referral prior to 
the veteran's departure from the facility. 

(6) Providing each veteran with a final "consultation'' by the PGRC Director, andfor other PGRC staff as 
designated, of results of diagnostic proceduresftreatmsnt 

(9) Providing each referral with a follovwup letter <$scusslng the results of the tSagnostic work-up at the PGRC 
inclucTing results of examination and laboratory tests with recommendations, as appropriate, personafized to each 
relenal. 

(10) Providing copies of pendirtg test or consultation results for each referred veteran to EAS (103A) and VA 
facility of origia 

(11) Completing a VA Form 10-9009A (July 1995). Persian Gulf Registry Code Sheet, and sending to Austin 
Automation Center (AAC) as a follow-up examination when there Is a new diagnosis or a change In diagnosis 
since the Initial registry examination code sheet should have been completed by the refenal facility and sent to 
AAC as an Initial examlnatioa 

(12) Malnt^nlng a special file on each refarrat at PGRC, lor easy accessibility. 

(13) Provklng cumulative monthly rsports to EAS (103A) no later than S worWng days folloydng the end of 
each month, sea par^jta^ 3.05 ffiv) Appendix 3B. 

(14) PiovMng oopfes Of dscharge aummartes. taboraiory restAs and coda she^ (both Mbal 
axan^ation and follow-tip. If there b a new diagnosis or a charige bi dii^nosis, tor each tafarred Persian Gulf 
veteran, to EAS (t03A) within 5 working days following the end of each monthly leporb'ng period (sea par. 3.05 
andApp.3B). 

d. Orlolnatlno Medical Center ResOonsIbllltles . VA medical centers are' responsUe tor the medcal referral to 
the PGRCs of those Persian Gulf veterans for whom a medical diagr^sls cannot reasonably be determined In 
spite of extensive diagnostic. Including comprehensive dlnlcal examination wodi-ups. Routine responsibilities of 
the medical centers making the referral are: 

( 1 ) Contactingthe Director, PGRC, 'orolher appropriate PGRCrMtotstalfmembertodscr^patientswiiho 
meM the necessary crneriafbl'refeiTai. Refeiraltriteriatoeluda: 

(a) PerfornAig a P«^ QuH Regisby axamlnatlon. Phasa I and Phase II p tordBty has these medcal 
eap^Wes), prior to referral conskteratton; and 

(b) Reviewing medical records of those Persian Gulf veterans with multiple symptoms tor which a dagnosls 
has not been detennlned or those veterans requiring s "second opinion.* 

(2) Providng. when necessary, the appropriate PGRC with any documentation vrhich will assist the PGRC In 
making Its determination whether a referral Is appropriate, Ls.. eny examlnatton data depcrtoed In the paUenTs 
CHR Including, among others, medical history, progress notes, test results, Persian Gulf Registry dagnostic cods 
sheets, and any other relevant medical/demographlc Informatton. 

(3) Coordinating with the PGRC dinlcBl and medcal administrative swvice stall, alt necessary travel and per 
dam arrangements for the veteran(s), Indudng dates of plannad tisnsler to the r8fenal*csnter arvi protected 
return date. 
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(4) Obtaining the veteran’s permission for transfer and providing counseling concerning the reason(s) for 
referral, projected period of Inpatient admission at the PGRC, travel arrangements and responding to any 
questions the veteran might have concerning the referral. NOTE: In some instances veterans may not wish 
to be referred. Ensure that documentanon of the veteran’s decision in this regard is fully docurmnled in 
the CHR progress notes. 

(5) Upon notification of a referr^’s return from the PGRC, Initiating follow-up contact by telephone and/or 
letter with the veteran within 2 weeks of discharge from tfie referral center to determine the veteran's health 
status and to provide any assistance for which the veteran may be eligible. 

(6) Discussing wtth Referral Center Directors outstanding consultation results, either performed at referral 
centers or to be completed at the local medical cerrters, and nnalntalned In patient’s files at both facilities (local 
and referral). 

(7) Documenting within the veteran’s CHR all results, findings atxl recommendations of the special diagnostic 
work-up provided by the PGRC. 

4.07 REPORTING REQUIREMENTS 

a. Originating VA medical centers 

(1) Prepare an'original VA Form 10-9009A (July 1995) for each referred Persian Gulf Registry veteran. 

(2) Submit a legible copy to the ACC In accordance vnth the general Instructions found in Appendix 2C. 

(3) Submit a legible copy of the VA Form 10-9009A (July 1995} to the PGRC with the patients CHR. 

(4) Submit all follow-up results of spedalty consultations obtalrred after the veteran's discharge from a 
PGRC. Irtcludino further consultation wtth the veteran, If appropriate, to: 

Department of Veterans Affairs 

EAS (103) 

ATTN: Senior Registry Coordinator 

810 Vermont Avenue. N.W. 

Washington. DC 20420 

b. PGRC 

(1) Submit follow-up Persian GuK Code Sheets (VA Form lO-SOOOA (Ji^ 1995)) to AAC when rtew diagnostic 
code differs from previously submitted code sheets, (see App26). 

(2) . Submit a PGRC report of admissions and/or tfscharges to EAS (103A) . Attru Senior Registry 
CoorcQruior. within 5 wortdng days following the end of each reporting month (refer to App. 2B for instructions 
and sample format). 

(3) Submit a negative PGRC report if there wars no admissions or dscharges during the reporting month. 

(4) Submit copies of tfscharge summaries, laboratory reports, le., chest x-ray, blood count, blood 
chemistries or enzyme studies, urinalysis and code sheets to EAS (103A). Attn.: Senior Registry Coordinator, no 
later than 10 woridng days foltowlng the end of each month. 

(5) Submit alt original medical records to local VA medical center to be maintained In veteran's CHR. 

(6) Prialntaln copies at PGRC in a special file for each referred patient 
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(7) Submit copies of results of folJow-up specialty ooftsultation after discharge of veteran from PGRC to EAS 
and local VA medical center for patient's CHR ar^d'CH’ hirther consultation with veteran. If appropriate. 

4.08 MEDIA AND OTHER EXTERNAL CONTACTS 

a. Media Contacts. Reports of Contact from various media sources (e.g., radio, television, newspapers, 
ete.) cor>cemlno PGRC activifies vrill be referred by phone to the facility puWic affairs officer. Interviews should 
not be given unless approved by ttie medical center PuWic Affairs Officer who may a^^oprlately coordinate 
response with the regional VA public affairs representative. 

b. Contacts to Advise Centers of "Special Cures* for Persian Gulf-related Illnesses. Referral centers 
can expect on occasion, to be contacted by private sect^ physicians, researchers. ar>d the general public with 
information regarding "quick cures* for Persian Gulf-retated illnesses. Such Individuals need to be politely 
advised that 

(1) There are medically a{X8pted mechanisms to Introduce new cdnical treatments. 

(2) All new treatments suggested must be reviewed by a formally designated and staffed human subjects 
review committee. 

(3) ft Is Important to have Independerrt confirmation of treatment effoacy. 

(4) Provisions exist to permit the originator of new therapies to retain professional credit and be appropriately 
compensated. 

(5) The individual might want to consider presenting the "new approach" at a VA or medical school grand 
rounds or staff review committee meetings. 

(6) VA and the NatlonaJ Institutes of Health furxf quafrty msear^ proposals. 
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INSTRUCTIONS AND SAMPLE FORMAT FOR COMPLETION OF 
PERSIAN GULF REFERRAL CENTER MONTHLY REPORT 
(RCS’104860) 

A monthly report Is required from all Department of Veterans Affairs (VA) Persian Gulf Referral Centers 
(PGRC) recsMna an extensive, additional diagnostic and therapeutic worV-up to evaluate those Persian Gulf 
War veterans who are Irtcapacftated and experiencing symptoms that have eluded medical diagnosis despite 
thorough examinations at local VA facilities. The follov^g Instructions are provided for the complefron and 
submission of this reported NOTE: A sample report is provide on page 4A-2. 

1. Title of Report Monthly Persian Gulf Referral Center Report 

2. Reporting Period. Month and Year of the reporting period. 

3. Reporting Facility, Address and Station Code. Identify name, address and station code of each reporting 
PGRC. 

4. Column A. Include the Persian Gulf veteran's name. Social Security Number, Race, Sex and Branch of 
Service. - 

5. Column B. Provide the name, city and state of the VA facility from which ttie Persian Gull veteran was 
referred. 

E. Column C. Indicate date of admission, date of discharge, and the date of Initial Persian Gulf Registry 
examination. 

7. Column D. List up to ten erqiosurBS as Indicated by the veteraa 

8. CotumnE Usl iqs to ten symptomsfeomplaints (with ICD-8 codes) as Indicated by the veteran. 

8. ColumnP. U^uptoten(Sagrx»«(»dthlCD-9codes). If there are no iSagnose$,-ln(Scats 'None.* 

10. Column O. List all pending tastsfconsultations/procedures, either those that have been performed at the 
PGRC or those to be performed at the local VA medioal center. 

1 1 . Number of Veterans. Ust the total number of Persian Gulf veterans admitted, discharged and any pending 
retorrals for current r^xvting month and cumulative numbers from the onset of this program; 

a. Total Admissions; 

b. TcXal Discharges; and 

0 . Total Referrals Pending; (current month). 

12. OsteofReporL Submit the date of this report 

13. Contact Name of staff member preparing this report and the telephone contact 

14. Mailing Address. This report must be transiNttad to the fonowlng address: 

Departrrrent of Veterans Affairs 
Environmental Agents Service (103A) 

ATTN: Persian Gulf Coordinator 
810 Vermont Avenue, N.W. 

Washington, DC 20420 
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PERSIAN QULF REFERRAL CENTER MONTXLT REPORT fRCS 10-OMO) 
REPORTWQ MONTW JULY. 1PW 
PORC: HOUSTON. TX(S60) 
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CHAPTER 5. PERSIAN GULF REGISTRY III FOR SPOUSES AND CHILDREN 
OF PERSIAN GULF WAR VETERANS 


5.01 PURPOSE 

This chapter sets lorth administrative policies (or collection of medical and demographic data on the 
spouses and children of Persian Gulf War veterans (hereafter referred to as Persian Gulf (PGW) 
veterans) in an additional and separate registry identified as Persian Gulf Registry III (PGR III) to 
supplement the Persian Gulf Registry initiated in 1992 and revised in 1995 (or PGW veterans. 

5.02 AUTHORITY 

To respond to concerns about health problems of spouses and children of PGW veterans, the 
Department of Veterans Affairs (VA) will indude in PGR III medical data provided by non-VA, licensed 
phj^idans (Doctor of Medidne (M.D.) or Dodor of Osteopathy ,(D.O.)). Although the VA has no 
general/blanket authority to provide registry examinations or treatment to spouses or children of PGW 
veterans, the Secretary of the Department of Veterans Affairs, hereafter refened to as the Secretary, has 
been mandated by Public Law (Pub. L.) 103-446, dated November 2, 1994, to indude any relevant 
medical data of spouses and children of PGW veterans in the VA PGR III. These examinations can be 
provided by non-VA licensed physidans who certify that examinations were conduded using standard 
protocols and guideOnes, provided by VA. These registry data will fadlitale program and policy 
development for PGW veterans. 

5.03 EUGIBILfTY 

VA indudes in PGR III relevant medical data as provided by non-VA physicians of any individual who: 

a. Is a spouse or child of a veteran who is: (1) Listed in the PGW Veteran Registry, estabiished under 
Pub. L 1 02-585, Section 702; and (2) Suffering from an illness or rSsorder. 

b. Is apparently suffering from, or may have suffered from, an illness or disorder (induding a birth 
defect miscarriage, or stillbirth) which cannot be disassodated from the veterans service in the Southwest 
Asia theater of operations. 

c. In the case of a spouse, has granted the Secretary permission to indude in the Registry relevant 
medical data (including a medical history and the results of diagnostic testing arxt medical examinations) 
and such other infonnation as the Secretary conskters relevant arxt appropriate with respect to such 
individual. 

5.04 RESPONSlBILfTlES 

The VA Veterans' Registry Physidan (VRP), or designee. Veterans' Registry Coordinator (VRC) and 
Medical Administration Service (MAS) staff play a significant role in carrying out the mandates of Pub. L 
1 03-446, in conducting outreach activities to PGW veterans, the veteran's spouses and children, arxl non- 
VA physicians (M.D. or D.O.) conducting tests and examinations. In order to ensure uniform collection of 
medical data, standard protocols, guidelines and code sheets have been developed (refer to App. 5C), 
with a sample letter of enclosure (refer to App. 5E) and should be provided to any PGW veteran, spouse, 
child (parent), and non-VA physician requesting copies of these protocols and guidelines. 

a. VRP Responsibilities . The VRP, or designee, is responsible (or the clinical management of the 
program and serves as their primary health care consultant to non-VA physicians, veterans and their 
families. The VRP will: 

(1) Ensure that the non-VA physician receives guidelines and protocols to be used when performing 
examinations for spouses and children of PGW veterans. 
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(2) Ensure that the non-VA physician receives a cover letter (refer to sample in App. E), with protocols 
and code sheets to provide a brief background describing the purpose of collecling and recording these 
medical data. 

(3) Review the medical records of every PGW veteran spouse and/or children examined to ensure that 
a complete physical examination was performed arxf documented. 

(4) Review Part II (Phase I) and III (Phase II) of VA Form 1(>-9009c. Persian GuH Registry Code Sheet 
for Spouses and/or Children, before submission to the Austin Automation Center (AAC) for entry into PGR 
III. 


b. VRC Responsibilities. The VRC is responsible lor the administrative management of the program. 
The VRC will; 

(1) Coordinate outreach activities to ensure that all PGW veterans with spouses and/or children with 
health problems that may be related to veteran's service are aware of VA's commitment to include the 
veteran’s famgy merrhers in the PGR ill. 

(2) Enter the results of diagnostic tests, mecScal histoiies and medical examinations conducted by 
ficensed non-VA physidans’into VA PGR III if requested by the PGW veteran (who must be a registry 
partic^sant prior to erkry of data on spouse or chad), spouse, oc chad. 

r-:: npn cv-. ' ■ ■ • . .... 

(3) Provide the appropriate examinafion guideBnes, protocols, code sheets, with cover letters^ and 
r^her related documerdaSon (refer to App. SB) for rxnvil^ion by non-VA phy^darL 

(4) Collect data for repotting purpos^ 

(5) Review the code sheet to ftabier ensue the fomt’scornpl^enes^ anil H necessary, oH^ tM 
record any missing thtbrifeSOn from Sie non-VA physiciaa NOTE: Code^mtsshouklbeUansnatedU) 
AAC no later than 2SwoiUng days attar rec^tnxn veteran, spouse or non-VA phy^d^ 

(6) Submit completed code sheets to AAC for database entry. 

(7) File results of the spouse's or chikfs diagnostic tests, medical histoties, medcai examinations, 
copies of code sheets arxl t^ter relevant records in PGW veteran's CrxscAdated Healttt Record (CHR). 
NOTE: These Perslah Gi0 registry records are sttijact to the same retard and disposition polkd^ as 
other medical record tiles; use Records Control Schedule 10-1. 

c. Code Sheet Completion 

(1) The non-VA physician (M.D. or D.O.), will complete Part 1 of VA Form 1!>-9CK)9c, and will ensure 
that all information entered on the code sheet is complete. 

(2) The twn-VA licensed physician win complete Part 11 and 111 of VA Form 10-9009C, refer to 
instructions arrd sample code sheet in ApperxSx 5A. 

5.05 REPORTING REQUIREMENTS 

The VA's VRCs must submit the following report when received from veteran, spouse, or non-VA 
physician performing evaluation of veteran's spouse and/or children: 

a. VA Form 10-90CI9C (original) must be prepared monthly and submitted to AAC as per instructions 
contained in Chapter 2, Appendix 28. Reports Control Symbol 10-0860 reflects the reporting requirement 
for VA Form 10-9009C. 


S-2 



547 


March 21, 1996 M-10, Part III 

Change 2 
Chapter 5 


b. VA Form 7252 (lormerly VA Form 30-7252). Transmittal Form lor the Use in Shipment of Tabulating 
Data, must be prepared monthly and submitted to AAC, ensuring that code sheets are identified as VA 
Form 10-9009C for Persian Gulf Spouses or Children, as per instructions contained in Chapter 2. 
Appendices 20 and 2E- 

NOTE: These code sheets should he submitted, based on the following schedule, but no later than 25 
woddng days lollowing receipt from veteran, spouse, child (parent) or non-VA physician. 

c. The schedule of mailing dates is as follows for 

(1) Former Region 1 . the 6th of month; 

(2) Former Region 2. the 10th of month; 

(3) Former Regions, the 14th of month; and 

(4) Former Region 4, the iSth of month. 
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PROTOCOL FOR CONDUCTING THE PHYSICAL EXAMINATION, PHASE I, 

AND ORDEpiNG DIAGNOSTIC STUDIES 

1 . It is essential that a complete medical history, physical examination and interview be performed by the 
private physician (Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.)) and documented on 
appropriate forms. The Department of Veterans Affairs (VA) forms that must be fully completed are: 
Standard Form 88, Report of Medical Examination, VA Form 10-9009C, Persian Gulf Registry Code 
Sheet, and Standard Form 509, Progress Notes (for follow-up). These are to be submitted to local VA 
facility for maintenance in veteran's Consolidated Health Rerxrd (CHR). These forms must be provided to 
the non-VA licensed physician for use when performing examinations of spouses and/or children of 
Persian Gulf veterans. The complete medical histryy should arfdress the foltowing; NOTE: Non-VA 
physicians may use their own medical examination reports and progress notes as long as they contain the 
following information: 

(a) Family history: 

(b) Occupational history; 

(c) Social history including tobacco, alcohol, drug use; 

(rf) C'rvilian exposure(s) history to possible toxic agents; 

(e) Psychosocial history; and 

(I) Review of systems. 

2. The person actually performing the physical examination must be identified by name, address, medical 
Hcense, signature arid sue (i.e.. M.D.. O.O., Physician’s /tssistanL etc.). A Ticensed physician’s 
countersignature is required if the examiner is a physician's assistant or nurse practitioner. 

3. The physician must be aware of the variety of exposures endemic to the Persian Gulf area. These are 
listed in AppenrJix 2C and on VA Form 10-9009C. There has been a vride distribution of major categories 
of diagnoses reported by VA Veterans’ Registry Physicians (VRP) arxl no significant variation in 
occunence of major categories of medical problems has been identified. For informational purposes,- 
some of the health problems and/or diseases which should be considered, are as follows; 

Unfortunately the International Classificahon of Diseases, 9th Edition, Clinical Modification (ICD-9-CM) 
coding system does not give sufficient codes to correctly identify aH symptoms and diagnoses. A number 
of diagnoses that have been reported by the VRP do not have tCD-9-CM codes tor specific identification 
in the Veterans Health Administration (VHA) s database. To correct this three new codes have been 
created. They are : Apnea, Sleep (99001), Chronic Fatigue Syndrome (CFS) (99002), and Fibromyalgia 
(99003). Make certain these codes are used when compieting the Persian Guif Registry (PGR) code 
sheets for patients who have these diagnoses. As a result of inadequate coding designations, there has 
been confusion between the symptoms (complaints) and diagnoses iisted on the PGR code sheets. 
Example one: Arthralgia (diagnostic code 7194} has been used for the symptom "pain in the joint," where 
the symptom code 7819 (other symptoms involving nervous and musculoskketal systems) would be more 
appropriate. Example two: Symptom ICD-9-CM code 78051 has been designated for insomnia with sieep 
apnea; however, sleep apnea is more correctly identified as a specific diagnosis which has the new code 
99001. Symptom code 78051 may still be used for insomnia with sleep apnea. Example three: Symptom 
ICD-9-CM code 7807 has been used to designate CFS and the symptoms of malaise and fatigue. The 
new code 99002 has been determined for CFS, so ICD-9-CM code 7807 should be used lor medical 
complaints of malaise and fatigue 
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DIAGNOSIS 

(1) Amebiasis 

(2) Apnea, sleep 

(3) Arthalgia 

(4) Asthma 

(5) Brill's Zinsser disease (recrudescent typhus) 

(6) Bronchiectasis 

(7) Bronchopneumonia, organism unspecified 

(8) Brucellosis 

(9) Chronic obstructive pulmonary disease. 

not elsewhere classified 

(10) Chronic bronchitis 

(11) Chronic Fatigue Syndrome 

(12) Chronic laryngotradieitis 

(13) Chronic respiratory conditions due to 

fumes and vapors 

(14) Emphysema 

(15) Fibromyalgia 

(16) Giardiasis 

(17) Leishmaniasis 

(18) Malaria 

(19) Other and unspecified diseases of upper 

respiratory -tract . 

(20) Pneumoconiosis due to other silica or silicates 

(21) Pneumoconiosis, unspecified 

(22) Unspecified chronic respiratory disease 

(23) Respiratory conditions due to 

unspecified external agent 

(24) Sandfly fever (phlebatomus fever) 


March 21, 1996 

ICD-9-CM Code 
006 

99001 
7194 

493 
0811 

494 
485 
023 

496 

491 

99002 ■ 

4761 

5064 

492 

99003 
0071 
085 
084 

4789 

502 

505 

5199 

5089 
0660 • 
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DIAGNOSIS 

ICD-S-CM CODE 

(25) Schistosomiasis (bilharziasis) 

120 

(26) Toxoplasmosis 

130 

(27) Typhoid fever, also carrier - V02.1 

0020 

(28) Tuberculosis, specify variant(s) 

010-018 

(29) Viral hepatitis 

070 

(30) Memory loss 

310 

(31) Polyneuropathy 

356-357 

(32) Skin rash 

680-709 

(33) Adjustment disorder, including Post 
Traumatic Stress Disorder (PTSD) 

309 

(34) Alcohol dependence syndrome 

303 

(35) Drug dependence 

304 


4. In gathering these data, it is important to determine arxl record the: 

a. Time of onset of the symptoms or conditions, 

b. Intensity, 

c. Degree of physicai incapacitation, and 

d. Details of any treatment received. 

5. Each veteran's spouse or child wiil be given the following baseline laboratory studies (Phase I Registry 
Examination); NOTE: As a routine children should not be subjected to laboratory studies such as 
complete blood count (CBC),electrolyte glucose or equivalent blood chemistries arid enzyme studio 
Diagnostic testing should only be pertormed as judged medically necessary by the examining physician. 

a. CSC; 

b. Electrolyte Glucose (SMA-6, SMA-12), or equivalent blood chemistries and enzyme studies; and 

c. Urinalysis. 

6. Appropriate additional diagnostic studies should be performed and consultations obtained as indicated 
by the patient's symptoms and the physical and laboratory findings. NOTE: If individuals have 
unexplained illnesses, a Phase II examination is recommended after Phase I registry examination is 
completed. 

a. Other diagnostic studies, such as pulmonary function test, pap smear, sperm counts, should be 
performed as medically indicated. 

b. Laboratory tests results will be provided to VA lor filing in the CHR. 
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SAMPLE AND INSTRUCTIONS FOR COMPLETING VA FORM 10-9009C, PERSIAN GULF REGISTRY 
CODE SHEET, PART I AND PART II REGISTRY EXAMINATION PHASE I, FOR SPOUSE OR 
CHILDREN OF PERSIAN GULF VETERAN 

1. General Instructions (or completing VA Form 10-9009c tor spouses and children. 

a. An original code sheet should be prepared by the non-VA physician (Doctor o( Medicine (M.D.) or 
Doctor of Osteopathy (D.O.)), or designee, and submitted to the Veterans' Registry Coordinator (VRC), at 
a local Department of Veterans Affairs (VA) facility. The VRC and Veterans' Registry Physician (VRP) will 
review the document, and submit the ORIGINAL CODE SHEET to the Office of Financial Management 
Austin Automation Center (AAC) in accordance with instructions tor the initial and first follow-up 
examinations (if clinically indicat^). After code sheet data has been reviewed and entered into the 
computerized database at AAC, AAC staff will forward the code sheets to: 

Senior Registry Coordinator (131) 

Department of Veterans Affairs 
810 Vermont Avenue, N.W. 

Washington, DC 20420. 

NOTE: These code sheets will not be returned to the medical center or origin unless corrections are 
required. 

(1) A legible copy of the code sheet will be filed in the PGW veteran's medical record with any 
corrections required by AAC. Additional follow-up examinations, as provided by the private physician, as 
clinically indicated, can be submitted for inclusion in veteran's Consolidated Health Record (CHR). 

(2) A code sheet for add'rtional fbllowHip examinations need not be prepared or submitted to the AAC 
exi^ when a diagnosis and diagnostic code differs from previously submitted code sheets. For any 
diagnostic change, a code sheet will be prepared and submitted for eiitiy into the Persian Gulf Registry III 
(PGR III). 

b. The non-VA licensed physician, or designee, should complete this forni using the following marWng 
instructions: 

(1) PRINT CLEARLY USING A NO. 2 PENCIL OR BLUE OR BLACK INK PEN ONLY. 

(2) DO NOT USE PENS WITH INK THAT SOAK THROUGH THE PAPER. 

(3) MAKE SOLID MARKS THAT FILL OVALS COMPLETELY. 

(4) COMPLETE ALL HORIZONTAL GRIDS IN ACCORDANCE WITH EXAMPLE SHOWN ON 
UPPER RIGHT HAND SIDE OF PAGE I , OF CODE SHEET. 

(5) WHERE BLOCKS ARE INDICATED AND/OR NUMBERED; E.G., 2-117, ENTER ONE LETTER 
OR NUMBER PER BLOCK. VETERAN AND PRIVATE PHYSICIAN SHOULD BE AWARE THAT THE 
NUMERIC ZERO MUST BE SLASHED -0." 

(6) MAKE NO STRAY MARKS ON THIS FORM. 

(7) DO NOT FOLD, TEAR, OR MULTILATE THIS FORM. 

(8) FOLLOW INSTRUCTIONS CAREFULLY TO ENSURE THAT ALL DATA FIELDS ARE 
COMPLETED ACCURATELY. 
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c. For registry coding purposes, VA coding clerks should use the Internationa! Classification of 
Diseases - Clinical Modification, 9th Edition. (IC0-9-CM) codes. These must be the codes currently in use 
by AAC. 

(1) Part I of the code sheet should be completed by the non-VA physician (M.D. or D.O.) during the 
medical history taken from veteran’s spouse or in the case of a child, by one of the parents. 

(2) Parts II and III of the code sheet should be completed at the time of the examination by the 
licensed non VA-physidan (M.O. or D.O.) Completed Parts i. il and ill will be returned to VRC at the local 
VA facility for review and assignment of the ICD>9-CM codes in appropriate blocks. NOTE: VA coders 
should pay careful attention to assigning the correct code for both complaints (symptoms) and diagnosis. 
ICD-9 CM code 78999, for uncodaWe complaints (symptoms), should be assigned only after all coding 
possibilities have been thoroughly explored. The indiscriminate use of 78999 may result in skewed or 
misleading statistics of minimal value. 

(3) Date all code sheets with current date in the upper right hand comer of VA Form 10-9(X)9a 
2. Instructions for Completing Part I (Initial Examination) 

a Item 1. Blocks 2>7. Facility Number and Suffix. VA coders are to enter facility code as listed in 
MP-6, Part XVI, Supplement No. 4.1, Appendix A. Use the AMIS suffix (BY, BZ, etc.) to indicate your 
satellite facility. DO NOT USE Q. R. OR S. NOTE: if spouse or diiki requests the indusion of 
Department of Defense (DOD) reg^try examination records in VA PGR, submit code sheet with Facility 
Number as 999 in Blocks Z 3 and 4 ar)d indicate actual VA taaTity number in upper left margin of code 
sheet 

b. Item 2. Blocks 8>33. Last Name of Spouse or Child. Beginning in Block 8, enter spouse's or 
child's current last name. Do not use apostrophe and/or hyphen in the name or skip bkxks b^een the 
letters of the last name. Skip a block if the last name 1$ followed with Jr.. Sr., I, il. 111, eta 

a Item 3. Blocks 34-48. Rrst Name of Spouse or Child. Beginning in Block 34, enter spouse's or 
child's first name. 

d. Item 4. Blocks 49-58. Middle Name of Spouse or Child. Beginning Block 49, enter spouse's or 
child's middle name or initial. 

e. Item 5. Block 59. Type of Examination. The following transaction type should be entered in 
Block 59 as appropriate: 

A - Initial examination. Spouse's or Child's first Persian Gulf examination. 

B - To delete an entire initial examination with a noted error, after it has been accepted into the registry, 
resubmit the original code sheet with a *8" and submit another code sheet with the con-ect information with 
an “A." All fields must be completed on a resubmission. VA staff can submit the code sheets to AAC in 
the same batch. Examples of this usage are incorrect diagnosis, military statistics. Soci^ Security 
Number (SSN), etc. 

C - Follow-up examination. Second Persian Gulf examination. Additional follow-up examinations, as 
clinically indicated, will require an additional code sheet only if a new diagnosis Is determined. VA staff 
will submit this code sheet to AAC for entry into PGR III. 

D - To delete an entire follow-up PGR III examination with a noted error, after it has been accepted into 
the registry, resubmit the original code sheet with a “D" and submit another code sheet with the correct 
information with a “C " 
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E - To submit changes in demographics, i.e., change ol address or date of birth enter "E" and complete 
Items with name. SSN, date ol birth, and address. No other items need to be completed. 

X - When a registry participant has been identified and verified as being deceased, enter "X." 
Complete items with name, SSN, and date ol birth. No other items need to be completed. 

f. Item 6. SSN. The first shaded block is to be used ONLY if a pseudo SSN is being submitted. In 
this event, the letter "P" will be entered in this block. Leave this shaded block blank when the actual SSN 
is used. Beginning in numbered rows enter the actual SSN, or pseudo SSN by using solid marks to 
completely fill each appropriate numbered oval. (VA Coders see M-1, PL I, Ch. 5. par. 5.29, tor 
instructions regarding a pseudo SSN assignment.) NOTE: All efiorls should be made to obtain actual 
SSN. 


g. Item 7, Blocks 60-65. Date of Birth. Beginning in Block 60 enter numerical equivalent for the 
month, day and year in that order (e.g.. Ot/19/50). All birxdrs must be completed. 

h. items. Blocks 66-131. Permanent address 

(1) Blocks66-91. Beginning in Block 66 enter permanent street address. 

(2) Blocks 92-117. Beginning in block 92 enter dty or town, 

(3) Blocks 118-122. Enter zip code of permanent residence {National Zip Code Directory). 

(4) Blocks 123-126. Leave Blank (future extended Zip (Code). 

(5) Blocks 127-129. VA coders will enter appropriate county ctxJe as listed in VHA M-l, Part I, 
Ch^ter 1 8, Appendix A. 

(6) Blocks 130-131. VA coders will enter appropriate state cxxle as listed in VHA M-1, Part I, Chapter 
18, Appendix A 

i. Item 9. Race/Ethnicity. Make solid mark in correct oval block on code sheet using one of the 
following options: 

( ) = American Indian or Alaskan Native 
( ) = Asian or Pacific Islander 
( ) = Black, not of Hispanic Origin 
( ) = White, not of Hispanic Origin 
( ) = Hispanic 
( ) = Unknown 

j. Item 1 0. Marital Status. Make solid mark in correrd oval on code sheet to indicate marital status, 
using one of the following options: 

( ) = Married 
( ) = Divorced 
( ) = Separated 
( ) = Widowed 
( ) = Not Applicable (Child) 

k. Item 11. Sex. Make solid mark to fill correct oval on code sheet to indicate sex, using one of the 
following options: 


( ) = Male 
( ) = Female 
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l. Item 12. Relationship to Veteran: Make solid mark to fill correct oval on code sheet to indicate 
one of the following; 

( ) = Spouse 

( ) = Child 

m. Items 13, 13A-F. Smoking History: Mark appropriate ovals on code sheet: 

( 1 ) Item 13A . Are you currently smoking cigarettes? Make a solid mark to fill correct oval on code 
sheet; 

( ) = Yes 

( ) = No 

NOTE: It no, go to Item 130. 

(2) Item 13B . If yes, how many years have you been smoking cigarettes? Enter number of years in 
horizontal grid, filling number in left hand block(s) and using a solid mark to fill the appropriate numbered 
oval(s) on code sheet (see example in upper right hand comer of page 1 of code sheet). 

(3) Item 13C . If yes, on the average, how many pacte are you smoking per day? Enter the number 
of packs in horizontal grid, filling number in left hand Uock(s) and using a sofid mark to fill the appropriate 
numbered oval(s) on code sheet 

(4) Item 13 d ; Have you smoked cigarettes in the past? Use a sofid mark to fll the appropriate oval 
on code sheet using the following options: 

( )-Yes 

( )«No. 


NOTE: If no, go to Item 14. 

(5) Item 13E . If yes, how many years did you smoke? Enter number of years in the horizontal grid, 
filiing number in left hand biock(s) arid using a solid mark to fiil the appropriate numbered oval(s) on code 
sheet 

(6) Item 13F . If yes. on the average how many packs did you smoke per day? Enter number of 
p>adks in the horizontal grid, filling number in left hand biockfs) and using a solid mark to fiil by maildng the 
appropriate numbered ovals on code sheet. 

n. Item 14. Have you had contact with or experienced any of the following? 

(1) Item 14A . Did you come in contact with any military equipment that the Persian Gulf veteran 
brought back from the Gulf War; e.g., helmets, canteens, armaments? Enter “Yes" or “No" by making a 
solid mark to fill the correct oval on the code sheet. 

( ) = Yes 

( ) = No 

(2) Item 14B . During intercourse with your Persian Gulf spouse, do you experience vaginal or skin 
burning after he ejaculates or "comes?" Enter “Yes" or “No" by making a solid mark to fill the correct oval 
on the code sheet. 
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( ) = Yes 
( } = No 

NOTE: Since this question is directed to a female spouse, no response is required of a male spouse 
or a child. 

(3) Item 14C . Do you believe your health problems are related to the veteran’s Persian Gulf serwce? 
Enter “Yes" or “No" by making a solid mark to fill the correct oval on the code sheet. 

( ) = Yes 
{ ) = No 

0 . Item 15. Spouse or Child's Health Evaluation. Make a solid mark lo nil the correct oval on the 
code sheet, using the following options which best describes Ihe spouses' or child's health after veteran's 
Persian Gulf Service; 

( ) = Very good 
( ) =Good 
{ ) = Fair 
( ) = Poor 
( ) = Very poor 

p. Item 16. Spouse or Child's Functional Impairment 

(1 ) Item 16A. Make a solid mark to fill the correct oval on the code sheet which describes spouse's or 
parents' assessment of child's functional Impairment after Persian Gulf Service, using the following scale: 

( ) > No impairment 
f ) - Slight Impairment 
( ) = Moderate impairment 
{ ) » Severe impairment 

(2) Item 1 6B . Is spouse employed outside the home? Make a solid mark lo fill the correct oval on the 
code sheet using one of the following options: 


( ) = Yes 

( ) = No 

(3) Item 16C . If spouse is employed outside the home, how many workdays were lost by spouse due 
to illness? Enter the number of workdays in horizontal grid, filling number in left hand block(s) and make a 
solid mark to fill the correct oval on the code sheet 

NOTE: If none, enter 0s, and go to Item 17. 

q. Item 17. Evidence of Birth Defects and Infant Death(s) among veteran's children and 
problems with pregnancy. 

(1) Item 17A. How many children does veteran have? Enter the number of children in horizontal grid, 
filling number in left hand biocks(s) and make a solid mark lo fill the correct oval on the code sheet. 

NOTE: If none, enter 0, and go to Item 17C. 

(2) Item 17B. Birth Defects. NOTE: Birth defects are any structural, functional, or biochemical 
abnormality at birth whether genetically determined or induced during gestation that is not due to injuries 
suffered during birth. How many of these children were born with birth defects? Enter the number of 
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children in horizontal grid, filling number in left hand block(s) and make a solid mark to fill the correct oval 
on the code sheet. 

NOTE; If none, enter and go to Item 17C. 

(a) Item 17B1 . How many of these children with birth delects were conceived before Gulf service? 
Enter the number of children with birth defects, in horizontal grid, filling number in left hand biock(s) and 
make a solid mark to fill the correct oval on the code sheet 

NOTE: If none, enter 0% and go to Item 17B2. 

(b) Item 17B1fal . State maternal age at conception of first child with birth defects, conceived before 

Gulf service. Enter age in honzontal grid, filling number in left hand blockfs) and make a solid mark to fill 
the correct oval on the code sheet ' . 

(c) Item 17B2 . How many of these children with birth defects, were conceived during and after Gulf 

service? Enter the number of children with birth delects, in horizontal grid, filling number in left hand 
block(s) and make a solid mark to fill the correct oval on the code sheet - , , . ■ 

NOTE: If none, enter 0s and go to Item I7C. 

(d) Item 17B2fat. State maternal age at conception of first child with birth defects, conceived during 

and after Gulf service. Enter age in horizontal grid, filling numb^ in left hand block(s) and make a solid 
mark to fill the correct oval on the code sheet ' n’oi.'rfD in u v; i !• 

(3) pt’oWems.’^d/ySetai';^^ 

Infertmty-relaSve^^eri^deShM hs inabiSty td coKsni aft& 12 br!nSmlmnBSf’df 'iM&t)mji^‘wilfiS0F* 
use of contraception when neither spouse is surgicalty sterilized. Has veteran or spouse had infe^Iity 
problems? Make a solid mark to fill the correct oval on the code sheet using one of the following'b^hsfj'i 

.T:r 

{ ) - Yes ' ^ ^ '• 

( ) = No 

NOTE: if no, go to Item 17D. 

(a) Item 17C1 . Has veteran or spouse had infertility before Gulf service? Make a solid mark to fill the 
correct oval on the code sheet using one of the following options: 

( ) =Yes 

( ) = No 


NOTE: lino, go to Item 17C2. 

(b) Item 17Clfat State maternal age during first attempts to conceive. Enter the age in horizontal 
grid, filling number in left hand block(s) and make a solid mark to fill the correct oval on the code sheet. 

(c) Item 17C2 . Has veteran or spouse had infertility after return from Gulf service? Make a solid mark 
to fill the correct oval on the code sheet, using one of the following options: 

( ) - Yes 
( ) = No 


NOTE: If no, go to Item 170. 
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(d) Hem l7C2(al . State maternal age during first attempts to conceive. Enter the age in horizontal 
grid, filling number in left hand block(s) and make solid mark to fill correct oval on code sheet. 

(4) Item 17D. Provide information on all of spouse's pregnancies. For multiple outcomes, make a 
separate entry for each (e g., two entries for twins). It there is uncertainty about details, provide best 
estimate. 

(a) Hems 17D1-OS , Lists first through eighth pregnancy. Complete appropriate adjoining column; e.g., 
"Outcomes' which lists one “Normal Live Birth" and live reproductive health problems, as follows: 

Normal Live Birth. 

2. Live Birth with Birth Defects. , 

3. Still Birth. NOTE: Still births are births after 20 weeks ol gestation of an infant who showed no 
evidence of life after birth. 

4. Miscarriage(s). NOTE: A miscarriage is a spontaneous expulsion of the products of conception 

before 20 weeks of gestation (spontaneous abortion). ", 

5. Infant Death(s). Death that occurred within 1 year of birth among babies bom alive, 

’ . ' ■■.'/O.IO- rV- 

6. Ectopic Pregnancy(ies). NOTE: An ectopic pregnancy is gestation (conception) outside of the 
uterus. 


NOTE: Make make solid mark to fill correct oval on code sheet Leave blank if they do not apply. 

■ t-i: r;. . ; o ,!■ VK. - ,1 ' • . i,4,.:r:io:3:r,-!iuom 'C- .r hV ■'i'.- 

(b) Items 17D1-D8. Date of Outcome. Ento,fnonth by tilling in oy^j^ and year, of outcome 
filfing in blocks and ovsds on grid. •> .v:::; •-3b.hsVi%'o.'t«:' "li'.'t.Hzm 


(c) Item 17D1-Pa . Length of Pregnancy. Enter months or weete of pregnancy ty tilling In blocks and 
ovals on grid. , .- 


3. Instructions for Completing PGR III code sheet, Part II (Initial Examination). NOTE: This part 
must be completed by Ote examining non-VA physician (M.D. or p.O.). This protocol, constitutes a set ol 
din'ical practice guidelines for the evaluation of indhriduals with unexpteiined illnesses ^r thw service,: or 
their spouse's/parenfs military service, in the Persian Gull. As sudi th^ guidelines should be utilized 
with a high degree of medical judgment dependent on numerous f^ors such as type and severity of 
complaints, general health status, age, etc. After completion of the relevant portions ol the protocol the 
non-VA physician (M.D. or D.O.) should complete the code sheet in the following manner; 


a. Item 18. Date ol Examination. Enter Month, Day and Year ol examination - make solid mark to fill 
correct oval for month, day and year and complete blocks lor day and year in vertical grid on code sheet 


b. item 19. Total Number of Spouse or Child's Complaints. Enter total number of examinee's 
complaints in upper blocks of vertical grid and make a solid mark to fill each correct oval in vertical grid ol 
code sheet. 


c. Item 20, 20A-K. Spouse or Child's Complaints, Month and Year of Onset Duration in 
Months, whether Symptom is Currently Present and Most Severe Complaint 

(1) Hem 20A^. Grid Columns : (1) Spouse or Child's Complaints/Symptoms; (2) ICD-9-CM codes 
(VA coders will enter these codes); (3) Month and Year of Onset; (4) Duration in months; and (5) State 
whether symptom is still present- List up to ten major and current symptoms/complaints. If PGW 
veteran's spouse or child has more than 10, enter most severe. Any additional symptoms should be listed 
in Persian Gulf Veteran's Consolidated Health Record (CHR). NOTE: MAS coders use ICD-9-CM 
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“Symptom" codes in first five numbered blocks of each line. For uncodable symptoms use “78999." For 
no known complaints, use “78000." However, 78999 should ONLY be used if all possible codes have 
been reviewed, and if necessary, seek physician consultation to make a correct choice. 

(2) Hem 20A-Jni. Give a narrative description dearly and concisely of ten major, current symptoms 
as stated by spouse or child (parent). Indicate on first line (20Ai) the symptor^complaint which the 
veteran's spouse or child(parent) considers the most severe. 

(3) Hem 20A-Jf2l. VA MAS coders are to complete the ICD-9^M codes as they relate to each 
symptom. VA MAS coders will make a solid mark to fill correct oval and fill in ICD-9-CM codes in upper 
blocks of grid on code sheets. 

(4) Hem 20A-J(3) . For each symptom listed in 22A-J, on code sheets provide month and year of onset 
by making a solid mark to fill correct oval for month and year of onset and filling iit the two upper blocks of 
grid with the year of onset; i.e., 96. 


(5) Hem 20A^f4) . For each symptom listed in 22A-J. state duration in months ,thaf veteran's spouse 

or child has been experiericlng this symptom. On code sheet ihdicate rnonth ty' making^ solid mark to fill 
correct oval and two upper blocks of grid. ■ ' s ' v v. . r 

(6) Hem 20A^(5). For each symptorh fisted in 22A-J. indicate if symptom' is cun-ently present, make a 
solid mark to fill correct oval, using one of the following options; 

■ ,r,..y ■ '■ . v .'.eeiiyrms-.r' ..v,.." 

( ) -Yes 

( ) = No 

; ■v. .;.;-- . •• ■ v. •; the-icn 'U rhav? uSo:, oten nisM 

(7) Item 2010 Most Severe Symptoni/ComplainL Non-VA physician should provide in condsj^ Clear 
narratnmtenTttie'n^risev^synipta^ (Une' SOAI^V' VXf'cdders''^ litmil^relat^ICC^.Ccx^ 
making a solid mark to til correct ovals and list IC0-9-CM codes in upper blocfcs of 9 firbh''cbde'sl>^’-^'X; 1 

d. Item 21, A^’ oiagn^cWorkupfoonsultatton; On cdde'sh^ erii&'oneoltiS'iolkn^'bix^'' 
in the ovals on the grid for each consultation Rsted in Items A-Q: AH items must be completed. 


1 -No workup. No cohsultatioh done. 

2 - Workup/consultafibn done. 'Unexplained Illness. 

3 - Worku^corisultatlon done.‘'Diagiiosls estabfished. 

4 - Worki^corsultidlon done. Nodiagnosisi' 

(1) Item 21 A; ' Alleravflmmunolooy. 

(2) Hem 21 B . Audiology, 

(3) Hem 21 C . Cardiology. 

(4) Hem 21 D . Dentistry. 

(5) Hem 21 E . Dermatology. 

(6) Hem 21 F . Ear. Nose, and Throat. 

(7) Hem 21 G . Endocrinology. 

(8) Hem 21 H . Gastroenterology. 




(9) Hem 211 . Hematology/Oncology. 
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(10) Hem 21J - Inlectious Diseases/Parasitology. 

(11) Hem 21K . Nephrology. 

(12) Item 21 L Neurology. 

(13) Hem 21 M . Occupational Medicine. 

(lA) Hem 21 N . Pulmonary. 

(15) Hem 210 . Psychiatry. 

(16) Item 21 P . Psychology/Psychometric Testing. 

(17) Item 210 . Rheumatology. 

(1 8) Item 21 R . Other. Were any additional worioips/consultalions perlormed as part o(. Persian Gulf 

examination which were not listed in Items 21A.Q. On the code sheet make a solid mark to fill One of the 
ovals, using one of the following options; ^ 


( ) =Yes 
C ) = No 


.vi e 


(19) Item 21 S . Specify on code sheet and CHR.mniratiye form, clearly, arid cd™^!^ any adifitiohi 
workups/consultations performed as pari of Persian Gulf examination, which were not feted in Hem 21A- 

Q. . .... . 


e. Item 22, 22A-J. Diagnoses 




■u IP .icnirttfixi: )c ^ 


(1) Item 22A-J . ' The non-VA physician (M.D. or D.O.) will list up. to 10 rriajpr. definite medical 
diagnoses In narrative form, dearty and condsely, on lines 22A-J, with the pnmafy dfagnosis listed on 
Line A. The examining ixin^VA physician will select the 10 most dgnificanyseripus in diagnoses. The 
additional diagnosis(es) must be induded in patient's (veteran's) CHR Grid ovals ^ blocks are to be 
used by VA coders for ICD-9-CM coding of each diagnosis listed leave blank if no diagnosis is made. 
NOTE; Diagnostic coding assignment will be completed by VA coderk.' DO NOT REPEAT OR LIST 
SYMPTOM CODE ALREADY LISTED UNDER ITEM 20A-J. 

f. Item 23. No Diagnosis Made. If no diagnosis is made, make a solid mark in oval on code sheet, 
otherwise leave oval blank. This item must be considered in conjunction with Item 22, "Diagnoses.” 

g. Item 24, 24A-D. Disposition. On code sheet make a solid mark in one of the ovals under each 
item (24A-D), using one of the following options: 


( ) 

= Yes 

( ) 

= No 

(1) 

Hem 24A. 

(2) 

Hem 24B. 

(3) 

Hem 24C. 

(4) 

Hem 240. 


Examination completed? 
Hospitalized lor further tests? 
Hospitalized lor treatment? 

Referred for further outpatient care? 
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h. Item 25. After the completion of the Phase I examination, the non-VA physician has 
determined that the examinee has an unexplained illness? On the code sheet make a solid mark in 
the oval, using one of the following options: 

( ) = Yes 

( ) = No 

i. Item 26. Has Phase II (Uniform Case Assessment Protocol) examination been initiated? On 
code sheet, make a solid mark in the oval, using one of the following options: 

( ) = Yes 

( ) = No 


j. Item 27. P.G. Veteran's Last Name; On code sheet print veteran's current last name; ^ ■ 

l. Item 28." First Name of PGW Veteran. On code sheet print veteran's first name, r 

m. Item 29. Middle Initial of PGW Veter^ 'On'codfe'^eet print veteran's middle initial n f. 

k. Item 30. PGW Veteran's SSN: On code sheet the first shaded block is to bo used ONLY ifi a- 

pseudo is being submitted. In this evenl the letter ‘P* will be entered in this block. Leave this first block 
blank when the actual SSN is used. Beginning in second block, enter the actual SSN, or pseudo SSN... 
(VA coders see M-1 , PL I, Ch. 5, par. 5.29, for insfrttcfions regarding SSN assignment) In add'ition to theo' 
SSN appearing in.the horizontal blocks of this grM, make a solid mark In the correct oval to designate the 
SSN. WOTE: '"a'f? wteu 'u -tbv '. •: £ ,-:;j 

■ . '..s s.i .<;•!; aivw r.-MM .nodflrot,-.av9 fi-iO nsiii-r.'l r sj ce t)efrrio''.jc: ‘ • 

n. Item 31. Remarks. Lttilize this section for any additicinal infonnation pertinent to th'is examination. 


0 . Item 32. Name of Examiner. Print full name. eaeongsiO '. - •.'.'f 

p. Item33. 'ntleo(^mtn£..Fullttlle'ofExanfipef?'^ iv...',-,:-’ 

q. Item 34. Signature ot Et^Tni^J.'Stgnabjre'i^irktviduaTi^coridud^'e^^ 

r. Itenr^ Slgnatur^of Physlcisit piroth^'tfi|i?’,to'm!iieil.-^A‘pli^Sk^'^cbuntersignaturo is 
necessary if examiner is’other than a physici^ (physic^'szesisiWit or nt^'ixa?B^er^ ' " 


4. FollowHip Examinations. Instructions for completing Parts l and IL, In addition to Initial registry 
submissions, VA Fonn 10-9009C, Pats I, II axl III fit applicable) must completed in repdrtirig the first 
tollow^Jp examination, and subsequent tolloWHip examinations it diagn6sBc“code is different from 
previous examinations as follows: 


a. Items 1-12 must be completed - Control Data. 


b. Items 13-17 require no entry. 


c. Items 18-20 must be comoleted . 

d. Item 21 may be blank unless you have lollow-up data to report in any of these items. 

e. Item 22-35 must be completed . 
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SAMPLE OF COMPLETED VA FORM 10-9009C, PART I, II 
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14. HAVE YOU HAD COStACTV/ltHOft EXPERIENCED 
ANVQg THF roiiov.'i.vs’ 


I4A. CM com* bt oorrtoef won any mflMry •gUtpiiMT* 
•m< Hw HarHai Gwi «*Mran bfou^ bock <RM> ^ 
Ytar (*. 0 . hcbiMta, eanl*«M. gum)? 

• ONo 

144. Ouwtg bM««eoun* «40« few Pvnion CpUB fpouu. do * 
you •KpMtnoM wogineb or tfcirt burrUng oAw n* 
•focwiotw or *oomo»'T (»«o rotporiM fwquMd of O 
mcM ipeuio or e cMdD 
Ono 

O De<or« the VMor 

• >«i onoitw Gv# VW 9 

O eo*\ botoro ana oAoi G« 4 i«ws 

UC. Po you botovQ yox hooffh prebto mt pro ftia>od to 
*io votofotr't Porsian Gob lorvico? 


^741.' Ho«r many of tMo* cMdmt «» blrtt doloeb «wo 

oencofvodboiorbCiMMnteo? InorMi. loom bM* end 
goto'MomlTKL 


I l(i>a>a)a>Q)<pa>Q>a)dDl • 

r^TIXDQa)®®®®®® T? 


|I7»(QX Stot* 


kS) CD (Z> (2> Q> (X> (D ® <Z> (u 

m (p a> a>(z> (D (D (P (P <ix 


|l7S2. Ho* morry of tio<» tfVMrort »Mb Mft di Mc te rroro ... 
e o nooArod dwtng and cAo* lorntco? V rtorw. loay* 
'Uankandgol»«onil70o> ) -.. 


ISA. WM^ bod doKttm hooMh oAor *«• mtoroft's robm 
bom fodai Gut lorvtcoT (W cMd. paord rfrouM prffMo 




(D <P <2> G> a>(l> (ZXP <Pl 

VP V < 2 > a> ( 2 > a> (z> a> 0 ) (H 


ON^ryGood 

OGood 

OWr * 

• (toOTn- — 


4713(0). goto m oN r ncI ogo ot corr e o p lc w o( ird cKd odh birtb 



• orrgiofod euhh» 0w homa? 

ONo 

14C. ■fos.wMoomptofodoulddolw homo, how mcoif 
rmAdoys worn M by motoo duo to Mnoai in tM 
VO days? V nerto, go le Bom 1 7. 


p7Ct.Haiyolo»Bnc« y oumhodl i 4 n W | bofc>»oC<4t»or<rico7 
<>iw.goloBoml7C2. ' - 


m 


17. EViOLNCEOr ElRlH OEfECIS AND INFANT OEArH(S)Ar.tDN 
- VETiRAN'SCHILDaENANaPROBlET/SV.'iTKfSEGNANCV 


I7A How many ehBAow dooa »o<o«ar> hmro? 
■ itorro. lorwo blartfe and go lo Bom t7C. 


a •(1>(Z)(2)<7)(S(D®(D<I) 


1 74. Hmr marry of ihOM cnirfeon wo n bom wrth I 

(Bar*) doUrti oro orry dructurol. to rcBorwC or bloenomical 
obnormedty ol birth whoihor gortoli e oty OotorrrtMOd ot 
««ducod ountg godoiion tnoi • r>oi duo to tUtorod 

durtrtg birthj ■ rterto. go to horn 17C 


® <I) <D © ® <P <D <I)(r( 
• ©©©©©© ©©^ 


hp'©©©©©©©©©! 

1©©©©©©©©©©l 


jtTttHooroiorenotyouoohoOIrforfry oftor rolum trom GU> 
MrvicoT ■ no. goto Bom I7D 

O^n 
OtM 

h>C3(o). Siolo moiomcf ogo iwing ird onompH to concotvo 


)©©©©©©©©©© 

)©©©©©©©©©©{ 
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17D. W>aw lr<a*mqtiow on <a p ifyaneim. for twilpla ou te cn m . motf o Ttry te« •ocft (• .g, 7 tMt lor 

). K t xw h nr>e*ffoytfy opout <Woli. p »i « ■ p»owd» b««l ftwwf ■ W<T» l70l*l7Mfat Itt Kwowgrt Atn p««gnanciM. 
fcrti tv# «»p«oaueWx» >>»ow> pKibtm m: 

M(SCMKHAS((S>-~A mocorriog* a o «p o nlan>oui e< IM pfOOucn C/ cc« K »p«»c«i D««m* XI -'••kt ot g*ito«>on 

(SMntonMui OOOrtWA). 

SnuMIH(S><-$fifttirtrtt o>* birthi 7D «■— let «( gMMfton el on Mom vbo »no>»*a r» •v«o*oc* oi w* on*< m»v 

INFAMI OCATH(S)— o«om ffoi ocomd «Mn I fvor et bMh e nw ng dccm botn eK«. 

eCTOfiC M£9NANCy(lCS)-->M ActopiC pwgnoncy k oaAjkon (c«nc«p*>en) owHiPw of m* wt*iwt. 

Mg**a*otdmart[ h» air. m» do>» cletAeowi^onci 

Iwngfft «( pfvgntftey hi IN* (•spvcfv* CMOi. 
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I 1 1 43- /nil- 


22. C;AGNOilS.UST’jPTO10MAJO5Cl?lNi:tf.ttDlCAlC:A5«OSiS |22- {CO\-lifuulD} 
IN fTS r.‘.S 2iA.J. UST PS,?.‘j;SY 0IAGN3S!S IN HEM 22A. USE GUOS 

poa caasESPONSiNS ic3-9-cm coats. i£aveeiakkipno 

0;a3N33:S IS f.tACE. f.'JkS C03ER1 USE ICD-9-CM COSES IN 
FIBSTPU’E NUMSEREO GRISS OP EACH DIAGNOSIS. 0£SCa.5E 
DIAGNOSIS ffisw.vc) 
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I .'To e > A a M \c»: 



PERSIAN GULF WAR (P6W) VETERAN 


31. unu2£ THS S^CDON TO OCOfiD ANY ADOmONAL INFORMATION. 


243 Hosp<l«4u*d Km lAsIs? 

OV« 

eNO 


24C Hospi1c4a*d lor Irvotnwtr? 

OVej 
O No 


340. R*to<?*d <o« Ikirttw 
outpottant cof«7 

OY« 

ONo 

2& AnaocMnounoNomtAsiocAHTHcrHYSKaANKAS 

OCTUt4BCDnCeXAMBCXHASANUNEmAMEDUNESS7 ' 


ONo 
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V :;yA UNIFORM CASE ASSESSMENT PROTOCOL (UCAP), PHASE II 

1. Phase I Level Laboratory Evaluations 

a. Complete Blood Count (CBC) 

b. Urinalysis 

c. Blood Chemistry - SMA-6 

2. Phase IFLevel Evaluation Protocol. Phase II Level Evaluations are recommended for those spouses 
or children of Persian Gulf War (PGW) veterans after complete clinically indicated evaluations are 
conducted and the non-VA licensed physician {Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.)) 
determines that the patient (spouse or child) has an unexplained illness. Individuals who after completing 
Phase 1 or Registry evaluations have disability artd do not have a clearly defined diagnosis which explains 
their symptorhs. must receive the following supplemental baseiiO€L laboratory tests and consultations. 
NOTE: Diagnostic testing of children should only performed as judged medically necessary by the 
examining physidan. 

a. Supplemental Baseline Laboratory Tests 

(1) CBC. j 

(2) Sedimentalion Rate Er^rocyte Sedimentation Rate 

(3) C-Rejictive Protein. ' , 

(4) Rheui^okJ Factorr 

(5) Anti-Nudear Antibody (ANA), 

(6) Liver Function. 

(7) Creatine Phosphokinase (CPK). 

(8) Hepatitis Seroiogy, 

(9) Human immuno-deficiency (HtV), 

(10) Venereai Disease Research Laboratory (VDRL). 

(11) B-12 and Folate, 

(12) Thyroid Function Tests, 

(13) Urinalysis, and 

(1 4) Tuberculosis (TB) Skin Test Purified Protein Derivative (PPD), 
b. Consultations 

(1 ) Dental. II clinically indicated and only it participant's annual screening is done. 

(2) Infectious Disease. 

5C-1 
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(3) Psychiatry (with physician-administered instruments): 

(a) Structured Clinical Interview (or Diagnostic and Statistical Manual ot Mental Disorders (DSM lll-R) 
Third Edition, Revised, also known as SCID. Delete nodules lor mania and psychosis. 

(b) Clinician Administered Post Traumatic Stress Disorder (PTSD) Scale (CAPS), 

(4) Neuropsychological Testing (only as indicated by psychiatry consult), 
c. Symptom-specific Examination: 

Individuals who have the following symptoms should have the following minimum workup. 

(1) Diarrhea 

(a) Gastrointestinal (Gl) Consult, 

(b) Stool for Ova and Parasites (O&P), , . , 

(c) Stool Leukocytes, 

(d) Stool Culture, 

(e) Stool Volume, - . . 

(0 Colonoscopy with birdies, and 

(g) Esophagastroduodenoscof^CEGD) with biopsies and aspiration. 

(2) Abdominal pain 

(a) Gl Consult, 

(b) EGD with biopsy and aeration, 

(c) Colonoscopy with biopsy, 

(d) Abdominal Ultrasound. 

(e) Upper Gastrointestinal (UGl) series with small bowel follow-through, and 

(f) Abdominal Computed Tomography (CT) Scan. 

(3) Headache 

(a) Magnetic Resonance Imaging (MRI) of the head 

(b) Lumbar Puncture (LP) to include: 

1. Glucose, 

2. Protein, 

3- Cell Count, 
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4. Venereal Disease Research Laboratory (VDRL), 

5. Oligoclonal. (igG), 
g. Myelin basic protein. 

7. Opening Pressure, and 

g. Neurology consult. ,> ■ . 

(4) Muscle Aches/Numbness 

(a) Electromyogram (EMG) and 

(b) Nerve Conduction Velocity (NCV). i ' ■ ■ , 

(5) Memory Loss (only if verified by neuropsychological testing)' . 

fa) MagneSc Resonance Imaging (MRI), , - . 

(b) Lumbar Puncture (LP), (see tests on headache evaluation, subpar (3). - 

(c) Neurology ConsulL and , , 

(d) Neuroiisychologicai Tesfing. , 

(6) Vertigomnnitus ;; i>.: seipcnir: tri.,- rcv'.?) ■r, >esDK&' 

(a) Audiogram. .. 

(b) Electronystamogram (ENG), and 

( 0 ) Brainstem Auditory Evcted Response (BAER). — ■ - . . , . - 

(7) Chronic Fatigue 

(a) Polysomnography, and 

(b) Multiple Sleep Latency Test (MSLT). 

(8) Chronic Cough/Shortness of Breath 

(a) Pulmonary Consult. 

(b) Pulmonary Function Test (PFT) with exercise and Arterial Blood (aases (AB6), 

(e) If routine PFTs are negative, perform Methacholine challenge test and 
(d) Bronchoscopy with biopsy/tavage (to be considered if PFTs are normal). 

(9) Chest Pain/Palpitations 
(a) Electrocardiogram (ECG), 
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(c) Holler Monitor. 

(10) Skin Rash 

(a) Dermatology Consult, and 

(b) Consider biopsy. 

(11) Reproductive Concerns 

(a) Males -Urology consult, and 

(b) Females - Gynecology (GYN) consult. 

(c) Additional elements recommended tor the evaluation of spouses and children of PGW veterans 
with complaints of Reproductive Health Problems (RHP): 

1- Detailed genitourinary history and problems as follows: 

a. Sexual, 

b. Genitourinary symptoms, 

c. Menstrual, 

d. Contracepfive practices, 
g. Pregnancy-related, 

f. Conception, 

g. Birth defects, 

h. Congenita) disorders, 

L Menopause. 

j. Prior infections, 

k. Prior surgery, and 

l. Exposures to toxic agents, etc. 

2. Detailed genital and/or pelvic examination. 

3. Laboratory and ancillary testing, to include; 

a. Pap tests: and 

b. Tests for genitourinary infections. 

4. Urologist consultation for male veterans who have RHP that cannot be diagnosed or managed 
successfully by primary care practitioners. 
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4, Urologist consultation lor male veterans who have RHP that cannot be diagnosed or managed 
successfully by pnmary care practitioners. 

Gyi.jcology consultation lor female veterans who have RHP that cannot be diagnosed or managed 
Sue isfully by primary care practitioners. 

(d) Additional elements for evaluation of spouses of PGW veterans with complaints of infertility. 

1.. Detailed menstrual and reproductive history (such as the Infertility Questionnaire utilized by Walter 
Reed Army Medical Center). 

2. Semen analysis, to include; 

a. Volume. 

b. pH, 

a liquefaction. 

(J. Sperm concentration, 

fi. Motility, 

f. Progressive motility, 

g. Spenn viability. 

{}. Ledcocytes, and 

L Morphology. 

3- Referral to an infertility spectalist or program. 

(e) Adtfitional elements for evaluation of PGW veteran’s spouses andfor children with complaints 
related to birth defects or genetic disorders in offspring conceived during or after PGW service. 

1. Detailed history of congenital or genetic disorders (such as the Patient Genetic Screen 
Questionnaire uBfized by Walter Reed Army Medical Center). 

2. Detailed occupational exposures questionnaire (such as Worker and Supervisor Questionnaires 
utilized by National Naval Medical Center). 

NOTE; For copies of these questionnaires (tterra (djl.. (e) U, and_2. contract VA Environmental- 
Agents Service (131), 810 Vermont Avenue, N.W., Washington, DC 20420, (202-565-4183). 

3. Referral to a genetic disease specialist or program. 


505 
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SAMPLE AND INSTRUCTIONS FOR COMPLETING VA FORM 10-9009c, PERSIAN GULF REGISTRY 
CODE SHEET, PART III, UNIFORM CASE ASSESSMENT PROTOCOL (UCAP), PHASE II, 

FOR SPOUSES AND CHILDREN OF PE-s: ' N GULF WAR VETERANS 

1 . General Instructions (or Completing VA Form io-9009c. Part 111, Phase II Persian GuK Registry 
Examination. 

a. The Phase II examination should be perlormed after the completion ol the Phase I registiy 
examination and a thorough clinicalty-tiased evaluation o( the patient's symptoms as deemed necessary 
by the examining non-VA physician (Doctor o( Medicine (M.D.) or Doctor ot Osteopathy (D.O.)). This 
protocol constitutes a set ot clinical practice guidelines for the evaluation of individuals with unexplained 
illnesses after their service, or their spouse's and/or parent's military service, in the Persian Gulf. These 
guidelines should be utilized with a high degree of medical judgment dependent on numerous factors such 
as type and severity of complaints, general health status, age. etc. After completion of the relevant 
poriions of the protocol, the non-VA physician (M.D. or D.O.) should complete the code sheet in the 
following manner 

b. VA Veterans' Registry Coordinators (VRC) will follow reporting requirements described in Chapter 2, 
Appendix 2D, will apply to Part III, VA Form 10-9009C. 

c. Part III of the code sheet should be completed at the time of the eixamination by the non-VA. 
physician. A completed Part III will be returned to VA Medical Administration Service (MAS) for 
completion of ICD-9-CM codes where appropriate. 

2. Instructions for Completing VA Form 10-9009C, Part 111 (Phase II). 

a. Tests and Cpnsult^ons (Only those Items which are related^tp the veteiws symptoms and 
deemed necessaiy. by the examining physician should be. completed; 'leaved t^ and consult, 
questions that are not applicable blank.) 

(1) Item 1. Were the following tests performed? Make a soCd mark in one of the appropriate ovals 
(Items 2 through 6B) on the code sheet, using the following options: 

( ) = Yes 
( ) = No 

(2) Item Z. Blood Tests 

(a) Complete Blood Count (CBC)? 

(b) Skin Erethyma Dose (SED) Rate? 

(c) C-Reactive Protein? ■ 

(d) Rheumatoid Factor? 

(e) Fluorescent Anti-Nuclear Antibody (ANA)? 

(0 Glutamic Oxaloacetic Transaminase (SGOT) (AST)? 

(g) Transaminase Glutamic Pyruvate (SGPT) (ALT)? 

(h) Lactic Acid Hydrogenase (LOH)? 

(i) Alkaline Phosphatase? 
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0 Creatine Phosphokinase (CPK)? 

(k) Hepatitis B Surface Antibody? 

(l) Hepatitis B Core Antigen? 

(m) Venereal Disease Research Laboratory (VDRL)? 

(n) Vitamin B- 12? 

( 0 ) Folate? 

(p) Human Immunodeficiency Virus (HIV)? 

(q) Thyroxine Total Serum (T 4)? 

(r) Thyroid Stimulating Hormone (TSH)7 

(3) Item 3. Urinalysis? 

(4) Item 4. Tuberculosis fTBlSWn Test PuiWed Protein D<*rfvative(PPD)? 

(5) Item 5. Chest X-ray? 

(6) Item 6. Psychiatry Consult? 

(a) Item 6>V Stru^^i^ Olriicarintefy|ew'foi‘'lDU^«ii^^iaD]f Dl^nratlc^iwd Stafistical 
Manual of Mental DIsnrd^t^'Third Erlltidiv Revised (DStAll-R)V'Vi^th»SiWtn{^w ai^7 

(b) ItemSB. Clinical Administered Post-Traumatic Stress Disorder (PTSD) Scale (CAPS). Was 
the CAPS PTSD performed?’ 

(7) Item 7. List of Diagnoses. Based on any of the tests or consultations listed in Items 1-6B, non 
VA-physkSan (M.D. or D.O) should provide a dear, concise narrative description of diagnoses on the 
code sheet If none, leave blank. NOTE: VA MAS coders: Enter ICD-9-CM correspondirtg to diagnostic 
narrative in the upper blocks and a solid mark in the ovals- ol the grid. When using alpha/numeric ICD-9~ 
CM coding sections: i.e., Vi 91, complete horizonal blocks with the alpha/numeric code, then leave the first 
vertical (numeric) colomn blank, completing the second and remaining columns by filling in appropriate 
ovals 

(8) Item 8. Block 40. Psychology-Neuropsychological Test Was this test perfomied? On the 
code sheet make a solid mark in one of the appropriate ovals, using one ol the following options: 

( ) =Yes 

( ) =No 

Item 8A. List of Diagnoses. Non VA-physician should provide clear, concise narrative description 
ol diagnoses. If none, leave blank. NOTE: VA MAS coders Enter ICD-9-CM corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovals of the grid. 

(9) Item 9. Infectious Disease-Screening Examination. Was this examination performed? On the 
code sheet, make a solid mark in one of the appropriate ovals, using one of the following options: 

( ) = Yes 

( ) =No 
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Item 9A. List of Diagnoses. Non-VA physician should provide narrative description of diagnoses. 
If none, leave blank. NOTE: VA MAS coders: Enter ICD-9-CM corresponding to diagnostic narrative in 
the upper blocks and a solid mark in the ovals ol the grid. 

(10) Item 10. Dental Examination. Was this examination performed? On the code sheet, make a 
solid mark in one of the appropriate ovals, using one of the following options: 

( ) =Yes 

( ) = No 

Item 10A. List of Diagnoses. Dentist will provide narrative description of diagnoses. If none, 
leave blank. NOTE: VA MAS coders: Ehter ICD-9-CM correspohding to diaghostic narrative in the upper 
blocks an la solid mark in the ovals ol the grid. 

SYMPTOM-SPECIFIC EXAMINATIONS , PHASE N 

NOTE: Complete only those questions which are appropriate to the veteran’s symptoms. . Otherwise 
leave these blocks blank. 

(11) Item 11. Diarrhea and/or Abdominal (^ain 

(a) Item 11A. Did patient receive a Gastrointestinal (Gl) consult? On the cods sheet, make a solid 
mark in one of the appropriate ovals, using one of the following options: 

( ) -Yes 

( ) -No 

(b) Item 11B. List Diagnoses. Noit-VA pi^^cian should pioiriae provide 'dear, concise narrative 
description of diagnoses. If none, leave blank. NOT&^yA M^ codeiSi:EnterlCO-9-CMcorTe^nding 
to diagnostic nanaUve in the upper blocks and a soTidm^ in K ovals of the ^rxL 

(12) Item 12. Headache and/or.Memory Loss 

(a) 12A. Did pafient receive Neurology Consult? On the code sheet, make a sofid mark in one of the 
appropriate ovals, using one of the following options: 

( ) -Yes 

( ) = No 

(b) . Item 12B. List Diagnoses. Non-VA physidan will provide dear, condse narrative description of 
diagnoses. If none, leave blank. NOTE: VA MAS coders: Enter ICD-9-CM corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovals of the grid. 

(13) Item 13. Muscle Aches or Numbness 

(a) Item 13A. Did patient receive a Neurology consult? On the code sheet, make a solid mark in one 
of the appropriate ovals, using one of the following options: 
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(b) Item 13B. List Diagnoses. Non-VA physician will provide clear, concise narrative description of 
diagnoses. If none, leave blank. NOTE: VA MAS coders: Enter ICD-9-CM corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovals ol the grid. 

(t4) Item 14. Chronic Fatigue 

(a) Item 14A. Did patient receive consult(s) relating to chronic fatigue? On the code sheet, make a 
solid mark in one of the appropriate ovals, using one of the following options: 

( ) = Yes 

( ) =No 

(b) Item 14B. List Diagnoses. Non-VA physician will provide clear, concise narrat'rve description of 
diagnoses. If none, leave blank. NOTE: VA MAS coders: Enter ICD-9-CM corresponding to diagnospc 
narrative in the upper blocks and a solid mark in the ovals of the grid. 

(15) Item 15. Joint Pain 

(a) Item 15A. Rheumatology Consult Did patient receive Rheumatology consult? On the code 
sheet make a solkJ mark in one of the appropriate ovals, usino ohe'bt the fbllowihg'options; 

( ) =Yes 

( ) =No 

(b) Item 15B. List Diagnoses. Non-VA physician will provide dear, condse narrative description bP'' 
diagnoses. If none, leave blank. NOTE: VA MAS coders: Enter ICD-9^M corresponding to diagnostic 
narrative in the upper blocks and a solid mark it the ovals ofthearicL 

(16) Item 16. Chronic Cough and/or Shortness'of Breath 

(a) Item 16 A. Pulmonary Consult Did patient receive Pulmonafy_ consult? . On the code sheet 
make a solid mark in one of the appropriate ovals, using one of the foltOwingopfidns*' 

( ) .Yes 

( ) .No 

(b) Itom 16B. List Diagnoses. Non-VA physician will provide dear, condse narrative descripaon of 
diagnoses. If none, leave blank. NOTE: VA MAS coders: Enter ICD-9CM corresponding to diagnostic ' 
narrative in the upper blocks and a solid mark it the ovals of the grid. 

(17) Item 17. Skin Rash 

(a) Item 17A. Dermatology Consult Did patient receive a dermatology consult? On the code sheet 
make a solid mark in one of the appropriate ovals, using one of the following options: 

( ) = Yes 

( ) =No 

(b) Item 17B. List Diagnoses. Non-VA physician will provide dear, condse narrative description of 
diagnoses. If none, leave blank. NOTE: VA coders: Enter ICD-9-CM corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovats ol the grid. 

(18) Item 18. Vertigo and/or Tinnitus 


5D-4 
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(a) Item 18A. Audiology Consult? Did patient receive an audiology consult? On the code sheet, 
make a solid mark in one of the appropriate ovals, using or>e of the following options: 

( ) “Yes 

{ ) = No 

(b) Item 18B. ; isl Diagnoses. Non-VA physician will provide clear, concise narrative description of 
diagnoses. If none, leave blank. NOTE: IM code/s: Enter ICD-9-CM corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovals ol the grid. 

(19) Item 19. Chest Pain and/or Palpitations 

(a) Item 19A. Cardiology Consult? Did patient receive a cardiology consult? On the code sheet, 
make a solid mark in one of the appropriate ovals, using one of the following options: 

( ) “Yes 

( ) = No 

(b) Item 19B. List Diagnoses. Non-VA physician will provide are to provide clear, concise'h^auve 
description of diagnoses.: If none, leave blank. NOTE: VA coders: Enter ICD-9^M corresponding' to 
diagnostic narralive in the upper blocks and a solid mark in the ovals ol the grid. 

(20) Item 20. Reproductive Concerns 

(a) Item 20A. Did male patient receive a urology consult? On the code sheet make'a '^liriLrriark in 
one of the appropriate ovals, using one of the follow^ options: 

( ) -Yes ‘ 

( ) -No 

(b) Item 20B. Did female patient receive a gynecology consult? .On the code sheet make a solid 
maik In one of the appropriate ovals, using one of the following options: 

( ) “Yes 

( ) - No 

(c) Item 20C. List Diagnoses. Non-VA physician will provide dear, concise narrative description of 
rliagnoses. If none, leave blank. NOTE: VA coders: Enter ICD-9^M corresponding to diagnostic 
narrative in the upper blocks and a solid mark in the ovals of the grid. 

(21) Item 21A-J, Rnal Diagnoses. Non-VA physician will provide a clear, concise narrative 
description of up to 10 major definite medical diagnoses on lines 20A-d, listing primary diagnosis in Item 
21 A. Leave blank it no diagnosis is made. NOTE: VA coders:. Enter ICD-9-CM corresponding tc 
diagnostic narrative in the upper blocks of the grid and a solid mark in the ovals of the grid. 


(22) Item 22. After completing UCAP, Phase If, the non-VA physician feels that the veteran's spouse 
or child has an unexplained illness? On the code sheet make a solid mark in one of the appropriate 
ovals, using one of the following options: 

( ) “Yes 
( ) = No 


5D-5 
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SAMPLE OF COMPLETED VA FORM 10-9009C, PART III 
UCAP (UNIFORM CASE ASSESSMENT PROTOCOL), PHASE 11 



Y N 

• O A. CBC (CwnpMM Stood Coi^Q 

• O I. SCO ScM CryVMmo Oom) 

• O C. C-»McMNaMn 
«0 O. 

• O L yfaonKordAKAtAfdi Hwctoor Anlt-Sody) 

• O f. SCOT (AST) (CUoRiie Ou«ooo*Se TimarMrtoM} 
ttO e. SafT (AID (Imrwomfcw f GMontc fyiwo**) 
•O H. IfiHOodteAadKytkogmoM) 

«o - 

mo 

oo 

• O L HapdMitCOMAfilgM 

• O M. VMLCWtoMdtNMOMl 

• O N. Vtai*ift-12 

• O a taM* 

•O e metanAlm 
AO €l t4<DiriartMlokiS«(iM0 
•O CH <lhjipM 3*niit*>g Hoiww^ 


X UKNAIKa 


4 «SOI1isr9rO)(lub«C)UMbSklnlMtf>uHM 


X ocsrnAv 
m'm 

Ono 


4. mCMAnSC CVAIUAZION 

m'irn 

Ono 


ONo 

M. CAfsraO$ealo(aMedAAnMi**r«d 
fvMl ImiuSc SMw OteRl*«) 


>e«orsYCNOiOCtCALiEsn ovm Ono 
«A. Ud tut el 3 Bgl 555 l^ ? rii - 

WBoo4lioiioblonfc.0 MC» fci DIagWMS glod^io) 



7. UST 01ASN0SES.VA MAS CODECS; IMIC IC0-9-CM CODE. 
IF NONE. LEAVE BLANK. 


OCSaWlC DUCNOSO (N umA loo) 


»CD-»-CO06S 


D<D<i}CD(£ 

0<Da)®<i5 

0000® 

0000® 

00000 

00000 


ICP-Y-CQOa 


00000 

00000 

00000 

00000 

00000 

00000 

00000 

00000 

00000 

00000 
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I 

•^dll -13 -I II 


2IA. OiognaMs.lW(ipt»10tTiciio(d*Mi«m«dcaida9w»M i 
••m 2IA*J. Urt primary dtognoi h in iMm A. Um lot 

e ott ot ponOng >CD-9-Q4oodm».too»oaionlillnoaog>o^ 

• mod*. VA MAS COOm tfM ICO-9-CM oodM irt M ^iOt 

ot aocA diogrwih, Omoto* OiognoM (N«ialw«) 


U <raMA8V) 


fjeAOktie^ M\(i.aAi Aii 




^<D<D<D9 

^CDOCD^ 

S><D<DQ><S 

ixi>a)a: 

ICCW9-.COMS 


iXiimi 


(1)0X1 

i>o(D<i>a 
3>(2)^a)0 
»<i>(Da>o 
3>Aa><!>0 
SXJXJXDO 
D<i>«a>a 
2>(Z>A<Z>0 
CB)<D<D<DQ , 


Bsaai 


S>(D(X>Q>(Z) 

(DdXZXDd) 

cz>®a>(D<s 

SXSCiXSS 

D<D(Z><X><C 

® ®<2)®Q3 
(DdXDCDiE 

axraxixi 


icD-y-coots 



1><I><I>(I>.(E 

SG)(Z)ISO 

3)<SiQ>Q)G3 

S)^(S>(S(Xi 

S(Z>(D(X>(E 

(DQ>{DQ)(B 
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SAMPLE COVER LETTER TO NON-VA PHYSICIAN 


(Date) 

Name/Address 

Dear 

Some Persian Gulf War veterans have expressed concerns about health problems of their spouses and 
children. Although the Department of Veterans Affairs (VA) has no authority to provide registry examinations 
or treatment to these family members, the Secretary of the Department of Veterans Affairs, as mandated by 
Public Law 103-446, dated November 2, 1995, has authorized, recording medical data of veteran’s family 
members which is submitted by NorvVA licensed physicians. This information will be entered into a Persian 
Gulf Veterans’ Spouse and Children Registry. 

We are providing you with a protocol including a set of clinical practice guidelines for the evaluation of 
the Persian Gulf veteran’s spouse or child. These guidelines should be utilized with a high degree of 
medical judgmenL The extent of diagnostic testing performed is dependent on numerous factors, such as 
type and severity of comptaints, general health status, age, etc. 

After completion of the portions of the enclosed protocol, which you deem clinically indicated, you 
should enter the relevant information onto the code sheet following the instaictions in enclosed Chapter 5, 
Appendix 5B. We will be pleased to respond to any questions relating to these documents. Our 
telephone number is 

Once the code sheet is completed, this document and related medical history with progress rxites 
should be returned to the following address to be included in the veteran's medical record and VA Persian 
Gulf Registry database. 

Your assistance in evaluating, treating and providing the requested documentation medical data, is 
appreciated. 


Sincerely. 


(Signature) 

(Type Name and Title) 


5E-1 
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Dupnttniont of Votcrnns Affoiis 


PERSIAN GULF REGISTRY CODE SHEET 


. UsePTF 
Number Only 


FACIUTY NO. 


PART 1 (Phas« i) 


o tuppliet mi)' be discloied outside ttie VA (o Federal, Stile it 


Et IS ttited ia the 'No6ce of Systems of VA Recants* published ie the Federal Register is Kcoidince w 


INSTRUCTIONS; PleiieptiiiL Use only one leaei or number pec blodt. If possible use tdi^ bilipoieier felt-iip pen. ShededircM for VA use only. (DO NOT USE BLUE INK) 


2. LAST NAME (•.33) 



3. RRST NAME (34-48) 


. MKXXE NAME (4«-8«) 


•. SOCIAL SECURITY NUM8e«(e»«9) 


. O.OA. (OomplM M bMi) 


MO(70-7t) I OAY(72-?3)| VB{?4-71) 


S. ADDRESS (SiiMiNinii and AparhTMniNwnbit. II 


8A CrTYORTOWNUOMST) 


88. COUNTY 


8C.2IPC00E(I2S-132) 


8E. COUNTY (137-139)1 


8. RACE/ETHNICrTY (ErMT am oode it dgM) 

laArnortennlndMnarAlMtanNMM SrfiecK. Not of Ifopirtic 5«HiipiAi; 

2>AilM or PmM: IMmdM 4«WMM,NMalHlvinieOngin Mnfenown 


10. MARITAL STATUS (EfiM one code el tight) 


18. CURRENT STATUS (Enter em a 


■ Activs 0<ty 


13. BRANCH OF SERVICE |R lim Mn D 
1«ArTrr SaNwy 

2aAlr Potee AMAniine Cetpe 


DID VETERAN HAVE MUTARY SERVICE IN PERSIAN QULP AREA? 

YaVei (H *iW, M beksiir the dMec el vouran'i loil twoperlodi el lerviM dwri) N*No (K *No'. Pemen 0<Ai Veterani noi eligible let PCR ei 


ALASTPERIOO 


MO(14S-148)| YH(ISQ-tSI) 


ISA MWNAT AREAS 010 VETERAN SERVE? 


I S8 IP OTHER SERVICE OR *t)ONT 

KNOW 

(Enter epprepilile eeaelibtoeSi 104) 
4 a OVier (Specily U. Air Faroe. 
Oround or AK C<«w. ele ) 
SaOonTKneo 


16. MHJTARY UNITS AND MOS 


168. UST MIUTARY OCCUPATIONAL SPECIALTY (MOS) 


180. IF YES, UST HERE AND mCONSOUDATEO HEALTH RECORD 


NOTE AA8: Theie units could be differenc frow the one la which the veterans » 


r. ENTER THE OATES OF THE LAST TWO PERIOOS OP SERVICE (It dflerenllromibore) 


A LAST PERIOO 


8 NEXT TD LAST 


.'Sr 1 &-. 9009 a(RS) 
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NAME: 

SSN: 


18. 

'^TEFyWSE>ff^^t^TX>ENVM=K»IM&rr«.RM5TC«S (ENTER APPROPRIATE CODES) 



n 

ISA. 

ARE YOU CURRENTLY SMOKING CIGARETTES? ENTER ONE OF THE FOLLOWING CODES IN BLOCK 

183. IF NO. QOTOITEM18D. 

Y«YES N=NO 

(183) 

18B. 

IF YES. mw tAfim YEARS HAVE YOU BEEN SMCWIING CIGARETTES? ENTER THE NUMBER OF 
YEARS IN BLOC»< 184 AND 185. 


(184) 


lac. 

ON THE AVERAGE HOW MANY RACKS ARE YOU SMOKING PER DAY? ENTER THE NUMBER OF 
PACKS IN BLOCKS 186 AND 187 


(186) 

(187)1 




yMJ 

18E. 

IF YES. HOW MANY YEARS HAD YOU SMOKED? ENTER NUMBER OF YEARS IN BLOCKS 189 AND 

190. 


(189) 


18F. 

ON THE AVERAGE. HOW MANY PACKS DIO YOU SMOKE PER DAY? ENTER THE NUMBER OF PACKS 

IN BLOCKS 191 M<ID182. 


(191) 

dW 

1 8Q-Z1 .WHILE IN THE PERSIAN Qli\J= DO YOU SEUEVE YOU WERE EXPOSED TO iWY OF THE FOLLOW- 
ING: 


180. 

SMOKE FROM OIL FIRES? ENTER ONE OF THE FOLLOWING CODES IN BLOCK 193. 

Y*YES N=NO 
UsUNKNOWN 

(193) 

18H. 

SMWE cm FUMES »HOM TENT HEATERS? ENTER ONE OF THE FOLLOWING CODES IN BLOCK 

194. 

YrsYES N=NO 
UaUNKNOWN 

(194) 

181. 

CIGARETTE SMOKE (PASSIVE) FROM OTHERS? ENTER ONE OF THE FOLLOWING CCXDES IN BLOCK 

195. 

Y=YES N=NO 
UaUNKNOWN 


t8J. 

DIESEL /WO/OR OTHER PETROCHEMICAL FUMES? ENTER ONE OF THE FOLLOWING COOES IN 
BLOCK 196. 

YsYES N*N0 
U=UNKNOWN 

(196) 

18K. 

EXPOSURE TO BURNING TRASWFECES? ENTER ONE OF THE FOLLOWING COOES IN BLOCK 

197- 

Y-YES N»NO 
U-UNKNOWN 

(197) 

10L. 

SKIN EXPOSURE TO DIESEL OR OTHER PETROCHEMICAL FUEL? ENTER ONE OF THE FOLLOW- 
ING COOES IN BLOCK 198. 

YsYES N-NO 
U=UNKNOWN 

(198) 

18M. CARC (CHEMICAL AGENT RESISTANT COMPOUND)? ENTER ONE OF THE FOLLOWING CODES IN 
BLOCK 199, 

Y-YES N-NO 
U-UNKNOWN 

(199) 

1BN. 

OTHER PAINTS AND/OR SOLVENTS ANO/OR PETROCHEMICAL SUBSTANCES? ENTER ONE OF THE 
FOLLOWING COOES IN BLOCK 200. 

Y»YES N=NO 
U=UNKNOWN 

(200) 

180 

D6PLETC0 URANIUM? ENTER ONE OF THE PILLOWING COOES IN BLOCK 201. 

¥»Y^S N-NO 
U-UNKNOWN 

(201) 

ISP, 

MICROWAVES? ENTER ONE OF THE FOLLOWING COOES IN BLOCK 202. 

Y-YES N-NO 
U-UNKNOWN 

(202) 

18Q 

PERSWAL PESTICIDE USE. INCLUDING CREAMS, SPRAYS OR FLEA COLLARS? ENTER ONE OF 

THE FOaOWING CODES IN BLOCK 203. 

Y-YES N-NO 
U-UNKNOWN 

(203) 

taR. 

NERVE GAS OR OTHER NERVE AGENTS? ENTER ONE OF THE FOLLOWING COOES IN BLOCK 

304. 

Y-VES N-NO 
U-UNKNOWN 

(204) 

18S. 

DRUG (PYRIDOSTIGMINE) USED TO PROTECT AGAINST NERVE AGENTS? ENTER ONE OF THE 
FOLLOWING CODES IN BLOCK 20S. 

Y-YES N-NO 
U-UNKNOWN 

(205) 

t8T. 

MUSTARD GAS OR OTHER AGENTS? ENTER ONE OF THE FOLLOWING COOES IN BLOCK 

206. 

Y-YES N=NO 
U-UNKNOWN 

(206) 

18U 

ATE OR DRANK FOOD CONTAMINATED WITH SMOKE. OIL OR OTHER CHEMICAL? ENTER ONE OF 

THE FOLLOWING CODES IN BLOCK 207. 

V-YES N=NO 
U=UN.<NOWN 

(207) 


2 
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NAME: 

SSN: 


18V. 

ATE FOOD OTHER THAN PROVIDE BY ARMB) FORCES? EKTER ONE OF THE FOLLOWING COOES 

IN BLOCK 208. 

Y-YES N-NO 
U*UNKNOWN 

(208) 

18W. 

BATHED IN OR DRANK WATER CONTAMINATED WITH SMOKE OR OTHER CHEMICAL? ENTER ONE 

OF THE FOLLOWING CODES IN BLOCK 209. 

Y*YES N=NO 
U«UNKNOWN 

(209) 

16X. 

BATHED IN WATER OTHER THAN PROVIDED BY ARMED FORCES? ENTER ONE OF THE FOLLOW- 
ING CODES IN BLOCK 210. 

Y*YES NsNO 
U^UNKNOWN 

(210) 

18Y. 

IMMUNIZATION AGAINST ANTHRAX? ENTER ONE OF THE FOLLOWING COOES IN BLOCK 211 . 

Y-YES N-NO 
U-UNKNOWN 

(211) 

lez. 

IMMUNIZATION AGAINST BOTUUSM? ENTER ONE OF THE FOLLOWING CODES IN BLOCK 212. 

Y-YES N-NO 
U-UNIGIOWN 

(212) 


1BZ1. OTHER EXPOSURES? ENTER HERE AND IN CHRONLY 







19. DID VETERAN HAVE ANY OF THE FOLLOWING EXPERIENCES WHILE IN THE PERSIAN GULF? 

ENTER APPROPRIATE CODE. 

19A. DIO YOU EVER GO ON COMBAT PATROLS OR HAVE OTHER VERY D/WGEROUS DUTY? ENTER 

ONE OF THE FOLLOWING COOES IN BLOCK 21 3. 

1-NO 2-1-3X 3-4-t2X 4-13-SOX S-SUTIMES 

(213) 

19B. WERE YOU EVER UNDER ENEMY FIRE (INCLUDING *SCUOS*)7 ENTER ONE OF THE FOLLOWING 

COOES IN BLOCK 214. 

1-NEVER 2-'lDAY 3 =< 1 WEEK 4 = t-<4WEeKS 5 = 4 WEEKS OR MORE 

(214) 

19C. WHAT PERCENTAGE OF PEOPLE IN YOUR UNIT WERE KILLED (IGA). WOUNDED OR MISSING INAC- 
TION (MIA). ENTER ONE OF THE FOLLOWING CODES IN BLOCK 21S. 

1-NONE 2-1-25% 3=26-50% 4-51-75% 5»76%ORMORE 

(215) 

190. HOW OFTEN 010 YOU SEE SOMEONE HIT BY INCOMING OR OUTGOING ROUNDS? ENTER ONE OF 

THE FOLLOWING CODES IN BLOCK 216. 

1«NEVEfl 2-1-2X 3-3-12X 4-13-SOX 5-51 OR MORE TIMES 

(216) 

t9E, HOW OFTEN WERE YOU IN DANGER OF BEING INJURED OR KILLED (I.E. PINNED DOWN. OVERRUN. 

AMBUSHED. NEAR MISS. ETC.)? ENTER ONE OF THE FOaOWINQ C(X>ES IN BLOCK 217. 

1-NEVER 2-1-2X 3-3-12X 4-13-SOX 5-51 OR MORE TIMES 

(217) 

19F. 010 YOU WITNESS CHEMICAL ALARMS? ENTER ONE OF THE FOUOWINQ CODES IN BLOCK 

*18. Y-YES N-NO 

U-UNKNOWN 

(218) 

20. VETERAN'S HEALTH (VETERAN'S EVALUATION) 


20A. WHICH BEST DESCRIBES VETERAN'S HEALTH AFTER PENSION GULF SERVICE? EtITER ONE OF 

THE FOLLOWING COOES IN BLOCK 219. 

1 - Very Good 2 > Good 3 - Fair 4 - Poor 5 - Very Poor 

(219) 

21. VETERAN'S FUNCTIONAL IMPAIRMENT 


21A, WHICH BEST DESCRIBES VETERAN'S OWN ASSESSMENT OF FUNCTIONAL IMPAIRMENT? ENTER’ 

ONE OF THE FOLLOWING CODES IN BLOCK 220. 

1-NO IMPAIRMENT 2-SLIGHT IMPAIRMENT 3-MOOERATE IMPAIRMENT 4-$EVERE IMPAIRMENT 

(220) 


21B. HOW MANY WORKDAYS WERE LOST BY VETERAN DUE TO ILLNESS IN THE PAST 90 DAYS? ENTER 
NUMBER OF DAYS LOST IN BLOCKS 221-222. 


22. EVIDENCE OF BIRTH DEFECTS AND INFANT DEATH($) AMONG I^TERAN’S CHILDREN AND PROB- 
LEMS WITH PREGNANCY AND INFERTILITY. 


22A. HOW MANY CHILDREN DOES VETERAN HAVE? ENTER NUMBER IN BLOCKS 223 AND 224. 
(I.E. 05). IF NONE. LEAVE BLANK AND GO TO ITEM 22C- 


3 
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NAME: 

SSN: 


22B. HOW MANY OF TMEaSCMIUmEN WERE B0f(NVmHaimiDCFECTS7(BfflTH DEFECTS ARE 

ANY STHI^tTIR^ FUNCTIONAL, OR BfOCH^HfCAL ABNORMAUTY AT BIRTH WHETHER QE- 
NETICAUY DETERMINED OR INDUCED DURING GESTATION THAT IS NOT DUE TO INJURIES SUF- 
FERED DURING BIRTH.) ENTER NUMBER IN BLOCKS 22S AND 22S. IF NONE, GO TO HEM 22C. 


1 

2281. HOW MANY OF THESE CHILDREN WERE CONCEIVED BEFORE GULF SERVICE? ENTER THE NUM- 
CHILDREN IN SLOCKS 227 AND 228. IF l«DNE, LEAVE BLM4K AND GO TO ITEM 22B2. 



2281(a) STATE MATERNAL AGE AT CONCEPTION OF FIRST CHILD CONCEIVED BEFORE GULF 

SERVICE? ENTER AGE IN BLOCKS 229 AND 230. 

(229) 

fzSi) 

2282. HOW MANY OF THESE CHILDREN WERE CONCEIVED DURING AND AFTER GULF SERVICE? EN- 
TER NUMBER IN BLOCK 231 AND 232. IF NCWE. LEAVE BLANK AND GO TO ITBi4 22C. 


■ 

22B2(a) STATE MATERNAL AGE AT CONCEPTION OF FIRST CHILD CONCEIVED DURING AND AFTER 

GULF SERVICE? ENTER AGE IN BLOCKS 229 ANO 230. 


ml 

22C. HAS VETERAN OR SPOUSE HiM3 m^RTILfTY PROBUMS? (INFERTILITY PROBLEMS OF VETERAN 

OR SPOUSE BECOMING PRE^MT. NOTE: ^FERTILITY • RELATIVE STERHJTY DEFINED AS m- 
ABILITY TO CONCEIVE AFTER 12 OR MORE MONTHS OF INTERCOURSE WITHOUT USE OF CON- 
TRACEPTION ANO VmEN NEITHER SPOUSE IS SURGICAUY STERILIZED.) ENTER ONE OF THE 
FOLLOWING COOES IN BLOCK 239. IF NO, GO TO ITEM 220. 

Y=YES N=NO 

(235) 

22C1. HAS VETERAN OR SPOUSE HW) INFERRUTY MFORE GULF SER>flCE7 ENTER ONE OF THE FOL- 
LOWING CC»>ES IN BLOW 238. IF NO. GO TO ITEM 22CZ. 

Y»YES N^O 

(236) 

22C1{a). STATE MATERNAL AGE DURING FIRST ATTEMPTS TO CONCEIVE. ENTER AGE IN BLOCKS 

237 AND 238. 



22C2. HAS VETERAN OR SPCXISE HAD INf^mUTY ^^R RETWN FRC»A GULF SERVICE? ENTER ONE 

THE fOLLCWlHQ CODES W BLOCK 239. IF NO. GO TO ITEM 22D. 

Y->^S N=NO 


22C2(a). STATE MATERNAL AGE DURING FIRST ATTEMPTS TO CONCEIVE. ENTER AGE IN BLOCKS 

240 AND 241 , 

(240) 

(241) 

22D. HAS VETERMI OR SPOUSE HAD MtSCAIUBAO^S) (NOTE: MISCARRIAGES ARE SPONTANEOUS 

EXPLuw»i OF im of ccm^nw before 20 weei^ of gestation - sponta- 

neous ABORTION) enter ONE OF THE FOLLOWING CODES IN BLOCK 242. IF NO, GO TO ITEM 

22E. 

Y=YES N=NO 

(242) 

22D1. HAS VETERAN OR SPOUSE HAD MISCARRIAGES BEFORE PERSIAN GULF? ENTER ONE OF THE 
RXi-OWiNQ CODES IN BLOCK 243. IF NO, TO TTBil 2202. 

Y*YES N=4^ 

(243) 

2201(a). STATE MATERNAL AGE AT CONCEPTION. ENTER AGE IN BLOCKS 244 AND 245 


jiil 


Y«YES N=NO 

(246) 

22D2(a). STATE MATERNAL AGE AT CONCEPTION. ENTER AGE IN BLOCKS 247 AND 248. 


■ 

22E. HAS VETERAN OR SPOUSE HAD STILL BIRTH(S)? 940TE: STILL BIRTH S BIRTH AFTER 20 WEEKS 

OF GESTATK»I OF AN INFANT WHO ^fOWED NO EVIDENCE OF LIfE AFT^ BIRTH.) ENT^ WE 

OF THE FOLLOWING CODES IN BLOCK 2^. IF NO, GO TO ITEM 22F. 

Y*YES N=NO 

(249) 

22E1 . HAS VETERAN OR SPOUSE HAD STILL 8IRTH(S) BEFORE GULF SB1VICE? ENTER ONE OP THE 
FOLLOWING CODES IN BLOCK 250. IF NO, GO TO ITEM 22E2. 

Y»YES N-NO 

(250) 

1 22En8). STATE MATERNAL AGE AT CONt^>TiON. B^TS^ AGE 84 SLOCKS »1 AND 252. 


■ 

22E2. HAS VETERAN OR SPOUSE HAD STILL BIRTH(S) AFTER RETURN FROM GULF SERVICE? ENTER 

WE OF THE FOLLOWING COOES IN BLOCK 253. IF NO, GO TO ITEM 22F. 

Y..YES N»NO 

(2 

53) 

j ZlS2ia). STATE MATERNAL AGE AT CONCB>TK»l. ENTER AGE IM BLOCKS 254 ANO 255. 

BmI 

22F. HAS VETERAN OR SPOUSE HAD INFANT DEATH(S). (NOTE: DEATH THAT OCCURRED WITHIN ONE 
YEAR OF BIRTH AMONG BABIES BORN ALIVE.) EN'^R ONE OP THE FOLLOWING COOES IN BLOCK 

2S8. IF NO. GO TO ITEM 22G. 

YaYES N*NO 

(256) 

22F1 . HAS VETERAN OR SPOUSE HAD INFANT DEATH(S) BEFORE GULF SERVICE? ENTER ONE OF THE 
FOLLOWING COOES IN BLOCK 2S7. IF NO, GO TO ITEM 22F2. 

YsYES N=NO 

(257) 

22F1 (a). STATE MATERNAL AGE AT CONCEPTION. ENTER AGE IN BLOCKS 258 ANO 259. 



22F2. HAS VETERAN OR SPOUSE HAD INFANT DEATH(S) AFTER GULF SERVICE ENTER ONE OF THE 
FOLLOWING COOES IN BLOCK 260. IF NO. GO TO ITEM 226. 

Y.YES N=NO 

(260) 


4 
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NAME: 

SSN: 


22F2(A) STATE MATERNAL AGE AT CONCEPTION. ENTER AGE IN BLOCKS 261 AND 262. 


22G IF A WOMAN VETERAN REPORTS SHE WAS PREGNANT IN PERSIAN QWJ. RECORD DATE OF CHILD'S BIRTH AND HOSPITAL OF BIRTH 
HERE AND IN VETERAN'S CHR ONLY TO FACILITATE FOLLOW-UP. IF NEEDED. (AAC WILL NOT ENTER THIS DATA IN PGR DATABASE). 


DATE OF BIRTH . 
NAME OF HOSPITAL 
LOCATION 


MOMTO / DAY / Y6AR 


PART II TO BE COMPLETED BY EXAMINING PHYSICIAN 


23,DATeOFEX/U4 


DAY 

YEAR 

(263-264) 

(265-266) 

(267-270) 



~i' r~'r 


24. TOTAL NO, OF , 

1 (271-272) 1 

VETERAN'S 

COMPLAINTS. 

1 



25A/J. UST UP TO TEN MAJOR. CURRENT SYMPTOMS. ICO 9 CODES. MO. & YR OF ONSET. DURATION IN MOS AND IF SYMPTOM IS CUR- 
RENTLY PRESENT ON LINES A-J, ITEMS 1 -S. IF VETERAN HAS MORE THAN 10. ENTER THE MOST SEVERE & ADDITIONAL SYMPTOMS 
IN CHR. MAS CODERS: USE ITEM 2. BLOCKS 271-320 FOR ICD-9-CM COOES. 


1) DESCRIBE SYMPTOM 
NARRATIVE 



(4) DURATION 

1 (MONTHS) 

(383-402) 

(5) CURRENTLY 

1 PRESENT? 

YsYes NsNO 
j (403-412) 

A 

^SSSI 

















BSS9 

B 


















Bsm 

C 







RSJSl 











B 

D 







EESl 











B! 

E 

fSSRIBl 

















B 

F 







RSS5!!1 











B 

G 1 


'Hi 

1 





L_ 


1 

1 

1 






'B 

H 




1 


“1 







zj 





BI 

( 


















B 

J 


!■ 






!■ 







WM 



iBI 


25K. UST MOST SEVERE SYMPTOM. (A SYMPTOM FROM ITEM WHICH VETERAN CONSIDERS THE MOST SEVERE 
CHIEF COMPLAINT). ENTER KXF90M CODE IN BLOCKS. 


(413-417) 


26. DIAGNOSTIC CONSULTATION. ENTER THE FOLLOWING COOES IN BLOCKS 418-435. 

1«NO WORKUP. NO CONSULTATION DONE. 3>W0RKUPAC0NSULTAT10N DONE. DIAGNOSIS ESTABUSHED. 
2sWORKUP/CONSULTATK)N DONE. UNEXPLAINED ILLNESS 4«WORKI^/COlSULTAT10N DONE. NO DIAGNOSIS. 

A. ALLERGY/IMMUNOLQGY. BLOCK 418 

B. AUDIOLOGY. BLOCK 419 

C. CARDIOLOGY. BLOCK 420 

D. DENTISTRY. BLOCK 421 

E. DERMATOLOGY. BLOCK 422 

F. EAR, NOSE AND THROAT 423 

G. ENDOCRINOLOGY. BLOCK 424 

H. GASTROENTEROLOGY. BLOCK 425 


(418: 

(419 


(423 


(424 


5 
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NAME: 

SSN; 
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NAME: 

SSN: 


27. OlAQNOStS. USTUPTOIOMAJOROEFMTE MEDICAL DCAQN0SES0NUNES27AaUSTPftlMAAYDIAQN03lS ON LINE A. BIjOCKS 43»4SS FOR CORRESPONDENCe 
ICD^CM COOES. I^VE BLANK IF NO OMQN068 B MADE. MAS COOeiS: USE 4a>«CM COOES N F«ST RVE NUMBStED BLOCKS OF EACH OIAQNOSIS 


DESCRIBE DIAGNOSIS (Narrative) 


ICD-9-CM (Codes) 


A. (PRIMARY) 


1438) I (437) I (438) I (4W> I (5o) 


1481) 14821 I 1483) I f484> I uW 


NOTE: CODERS: DO NOT REPEAT OR UST SYMPTOM CODE ALREADY LISTED UNDER ITEM 25A-J. 


28. BLOCK 486 IF NO DIAGNOSIS IS MADE, ENTER'1' IN BLOCKATRIGHT.OTHEHW1SE.LEAVE BLANK. THIS ITEM MUST BE CONSIDERED 
IN CONJUNCTION WITH ITEM 27 ’DIAGNOSIS,* 


29. DISPOSITION (Enter code Y-Yes or N-No) 


29A EXAMINATION COMPLETED? 


89C. HOSPITAUZEO AT VAMC FOR TREATMENT? 


290. HEFERREO FOR OUTPATIENT CARET 
TaYM NaNo 


29F BIOPSY? 
Y.Y«s 


'3t. HAS PHASE M EXAM (REFER TO CH. 3) BEEN INITIATED? 


32. UTILIZE THIS SECTION FOR ADDITIONAL INFORMATION (E.Q. PAR \JP • M-10. PT KL 


33. NAME OF EXAMINER. (PRINT FULL NAME) 


34. TITLE OF EXAMINER. (FULL TITLE OF EXAMINER) 


38. SIONATURE OF EXAMINER. 


38A. SIONATURE OF VRP (VETERANS REQISTRY PHYSICIAN) 
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SSN: 


It. DIARRHEA ANOADR ABDOMINAL PAIN | 

n*. 01 {QASW0WTSSTWA4 CONSUUTT 

7S 

1ia LtSTDIAONOSES.MASCOOEnS' ENTER)C04CWCOKSiNttj}CKS7»HXI.7NONE.l£AVE8LA»9C | 

(n 


OESCRK DIAONOSES (NanM) 

KO-6<OOSS i 

¥ = Yes N = No 


1. 


(U) 

(81) 

(62) 

(83) 



>• 

(M) 

(85) 

(IB) 

(87) 

(68) 



3. 

(69) 


(91) 

(») 

(93, 



* 

(94) 

(«), 

1 

(9S) 

(97) 

(98) 



12. HEADACHE ANCHOR MEMORY LOSS 






laA. NeuflOtOGYCONSIXT? 

«9 

12a. LIST DIAQNOSES. MAS CODEAS. ENTER ICCFS04 COOES tN BLOCKS iCO-lOe IF NONE. (.EAVE BLANK. ( 



0ESCAI8E DIAGNOSES (NinsMe) 

ICDB-COOES { 

Y « Yes N » No 


■ 

(100) 

(101) 

(102) 

(103) 

(104) 


8. 

(105) 

(106) 

(107) 

(106) 

(109) 

j 13. MUSCLE ACHES ANOADR NUMBNESS | 

ISA. NEUROtOQV CONSULT? 

(EnMfcode InUoek 110) 

no 

13a LISTOIAONOSES MASCOOEnS.ENTERICD-»<MCODESINeiOCKS11t-120 IFNONE.IEAVEBLANK | 


OESCniBE OWONOScS (NenilNe) 

ICD-9COOES 1 

Y = Yes N = No 



(in, 

(1,2, 

(113) 

(114) 

(I'S) 


..... _ 

(US) 

(n?) 

(118) 

(119) 

(laj) 

1 14. CHRONIC FATIGUE | 

1«A. CHRONIC FATK3UET 
(Enter code m bloc* 121) 

■ 21 

14B LIST DIAGNOSES. MAS CODERS ENTER ICD-9<M CODES IN BLOCKS 122->3< if NONE. LEAVE BLANK. | 


DESCRIBE DIAGHOSSS (NenMye) 

1CO-9-COOES i 

¥ = Yes N = No 



(122) 

(123) 

(124) 

(I2S) 

(12^ 


2. 

(127) 

(128) 

(129) 

(1301 

(131) 

1 15. JOINT PAIN 1 

ISA. 1»eUMATOLQQY 
{EoMf axSa m Woel; 132) 

1» 

IS. USTCBA(^tCSES MASCtX^RS ENTER ICD-BCM CC^S M BLOCKS 133 

42 IF NOUS. LEAVE KJLNK 



OE^RSE QIMNC SES O^sr^live} 


(CD-9-CODeS 


Y = Yes N * No 


■ 

(133) 

(134) 

(135) 

(136) 

(137) 



[1381 

(139) 

(140) 

(141) 

(142) 

1 16. CHRONIC CWQH ANOAJR SHORTNESS OF BREATH | 

16A PUlWONARY CONSULT? 

(Enter code in block 143) 

143 

188. USTOIAGNOSES MASCOOERS ENTER ICD.»-CM CODES IN BLOCKS l44-'lS3. IF NONE. LEAVE BLANK. 



OESCRI8E DIAGNOSES (lUirilrire) 

IC0-9-CODES 1 

Y = Yes N = No 


•• 

(144) 

1 (1*5) 

(146) 

(147) 

(156) 


2. 

(149) 

: (ISO) 

(151) 

(152) 

: (15^ 

1 17. SKIN RASH | 

17A. DERMATOLOGY CONSULT? 

(Enter code >n bloch i$4] 

,54 

17B LISTIMaQMOSES MASCOOERS: ENTER lCO.»Oi4 COOES IN BLOCKS 133 

64, IF NONE. LEAVE BLANK. 

1 


DESCRIBE DIAGNOSES (Nttnihre) 

1CO-9CODES 1 

Y = Yes N i No 


' 

(ISS) 

(156) 

(15?) 

1 f158) 

(159) 


2 

(ISO 

(18M 

(162) 

. (163) 



CM) 

i 

1 IB. VERTIGO AND/OR TINNITUS j 

16A MJDIOLOOy? 

(Enter cade M btoek lU) 

183 

188. USrCKAONOSES MASCOOERS ENTER ICD-BCM CODES W BLOCKS 186 

1 75. IF NOME. LEAVE BLANK. 




DESCRIBE DIAGNOSES (Ne-raore] 

( 100-900068 1 

Y a Yes N a NO 


’■ 

(166 

(167 

(168 

(169, 

(170) 



(171 

(172 

(173 

(174) 



(175) 


9 





NAME: 

SSN: 


19. CHEST PAIN AND/OR PALPITATIONS | 

19A. CARDIOLOGY CONSULT 
(EMer cods in Mode 1 761 

Y>YES N>MO 

176 

(MuarOUOMOSCS IMSCOOEASCMTERICb-f^UOOOESINRlOCKS ITT IM. (E MONe, BLANK | 


MSenBE CWQNMES MnMMF 


1. 

(177) 

(178) 

(179) 

(180) 

181) 


2. 

(182) 

... 

183) 

(184) 

(185) 

186) 

20. REPfOOUCTJVE CONCERNS \ 

20A, MALES • UROLOGY CONSULT? 
(Enter code ir\ t^ock 167) 

Y*V€S N*N0 

208. FEMALES - GYN CONSULT? 
(EmercodetnbkxklBB} 
yves N*No 

187 

las. IIST ouenoset. has COOEM CNUA KO-S-CU cooes in BIOCIS I»»' ISt. ip none. CEAYE SIAN-. 1 

188 

OCBCMC OWOMOMB (IwhmI 

reo-eewts | 

1. 

(189) 

(190) 

(191) 

(192) 

(193) 


2. 

(194) 

(195) 

(196) 

(197) 

(198) 


21 A, DIAGNOSES. LIST UP T0 10 MAJOR DEFINITE MEDICAL DIAGNOSES LINES 20A-J. LIST PRIMARY DIAGNOSIS ON LINE A. BLOCKS 

199-248 OR CORRESPONDING iCD-9-CM C(X>€S. LEAVE BLANK IF NO DIAGNOSIS IS MADE. MAS CODERS: USE lCO-9-CM CC»ES IN FIRST 
FIVE NUMBERED BLOCKS OF EACH DIAGNOSIS 

OESerVee DIAONOSES 

KX)-e-COOES i 

A. (PRIMARY) 

(199) 

(200) 

(201) 

(202) 

(203) 

B. 

(204) 

(205) 

(206) 

(207) 

(208) 

c. 

(209) 

(210) 

(211) 

(212) 

(213) 

D. 

(214) 

(215) 

(216) 

(217) 

(218) 

E. 

(2i^ 

(22^ 


(222) 

(223) 

F. 

(224) 

(225) 

(226) 

(227) 

(226) 

G. 

(229) 

(230) 

(231) 

(232) 

(233) 

H. 

(234) 

(235) 

(236) 

(237) 

(238) 

1. 

(239) 

(240) 

(241) 

(242) 

(243) 

J. 

(244) 

(245 

(246 

(247) 

(248) 

22. AFTER COMPLETING PHASE II. UNIFORM CASE ASSESSMENT PROTOCOL. THE PHYSICIAN FEELS THAT THE VETERAN HAS AN 
W4EXPLAINED ILLI^SS? (Ei^ter cod® In Wock 249) v.vts N *«0 

i245J 
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VHA DIRECTIVE 96-073 


Department of Veterans Affairs 
Veterans Health Administration 
Washington, DC 20420 December 2, 1996 

REVISIONS IN AUTHORITIES FOR PROVISION OF PRIORITY HEALTH CARE 
FOR CERTAIN VETERANS EXPOSED TO SPECIFIED TOXIC SUBSTANCES 

1 . PURPOSE: The purpose of this Veterans Health Administration (VHA) Directive is to 
provide information for implementing section 102 ofPublic Law (Pub. L.) 104-262, the Veterans’ 
Health Care Eligibility Reform Act of 1996. 

2 POLICY 

a. In general, section 102 of Pub. L. 104-262 provides that the Department of Veterans Affairs 
(VA) sliall furnish hospital care and medical services, and may furnish nursing home care to 
veterans exposed to herbicides in Vietnam (Agent Orange), ionizing radiation, or a toxic 
substance or environmental hazard pursuant to Title 38 United States Code (U.C.S.) 
1710(a)(2)(F). Any veteran already receiving hospital care, outpatient medical services, or 
nursing home care under VA’s former priority health care authorities who would not be eligible 
for care under section 102 remains eligible for such care on the basis of presumed exposure with 
respect to the disability for which care and services were being furnished. 

b. VA’s amended priority health care authority with respect to each of these following three 
groups is discussed in greater speciBcity. 

(1) Agent Orange Exposed Veterans 

(a) Veterans who may have been exposed to herbicides in Vietnam, commonly referred to as 
“Agent Orange-exposed” veterans, have mandatory eligibility for hospital care, medical services, 
and discretionary eligibility for nursing home care for any disability, notwithstanding that there is 
insufficient medical evidence to conclude that such disability may be associated with such 
exposure. 

(b) VA shall not provide such care for a: 

1. Disability which VA determines did not result from exposure to Agent Orange (see M-IO, 
Pt. 1). 

2. Disease which the National Academy of Sciences has determined that there is limited or 
suggestive evidence of no association between occurrence of the disease and exposure to a 
herbicide agent. To date, those diseases include: skin cancer, gastrointestinal tumors, (stomach 
cancer, pancreatic cancer, colon cancer, rectal cancer), bladder cancer and brain tumors. NOTE: 
VHA will promptly notify the field of any changes in this category. 

(c) This treatment authority expires after December 3 1, 2002. 


THIS DIRECTIVE EXPIRES DECEMBER 3, 2001 
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VHA DIRECnVE 96-073 
December 2, 1996 


(2) Ionizing Radiation Exposed Veterans 

(a) Veterans who may have been exposed to ionizing radiation during nuclear testing, or 
during the occupation of Hiroshima and Nagasaki, have mandatory eligibility for hospital care and 
outpatient medical services, and discretionary eligibility for nursing home care for a disease: 

1. Listed in 38 U.S.C. 1 1 12(c)(2). To date, those diseases include leukemia (other than 
chronic lymphocytic leukemia), cancer of the thyroid, cancer of the breast, cancer of the pharynx, 
cancer of the esophagus, cancer of the stomach, cancer of the small intestine, cancer of the 
pancreas, multiple myeloma, lymphomas (except Hodgkin’s disease), cancer of the bile ducts, 
cancer of the gall bladder, and primary liver cancer (except if cirrhosis or hepatitis B is indicated), 
cancer of the salivary gland, and urinary tract. 

2. For which VA has recognized that there is credible evidence of a positive association 
between occurrence of the disease in humans and exposure to ionizing radiation. At this time VA 
recognizes: lung cancer, bone cancer, skin cancer, colon cancer, posterior subcapsular cataracts, 
non-maiignant thyroid nodular disease, ovarian cancer, parathyroid adenoma, tumors of the brain 
and central nervous system, and rectal cancer (see M-10, Pt. IT) NOTE: Recognition of prostate 
cancer is in process 

(b) This treatment authority is permanent. 

(3) Persian Gulf War Veterans 

(a) Veterans who may have been exposed to a toxic substance or environmental hazard while 
serving on active duty in the Southwest Asia theater of operations during the Persian Gulf War 
have mandatory eligibility for hospital care and outpatient medical services, and discretionary 
eligibility for nursing home care for any disability, notwithstanding that there is insufficient 
medical evidence to conclude that such may be associated with such exposure. 

(b) VA may not provide such care for a disability that is found to have resulted from a cause 
other than the exposure described in the preceding (see M-10, Pt HI) 

(c) This treatment authority expires after December 3 1 . 1998 

3. ACTION: Network Directors and medical center Directors will provide health care to the 
veterans in accord with this directive. 

4 REFERENCE 

a. Pub. L. 1 04-262, dated October 9, 1 996. 

b. VHA Manual M-10, Part 1. Agent Orange Health Care Services. 


2 
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c. VHA Manual M-10, Part II, Ionizing Radiation Health Care Services 

d. VHA Manual M-10, Part III, Persian Gulf Program. 

5. FOLLOW-UP RESPONStBILITY: The Office of Public Health and Environmental 
Hazards (13) is responsible for the follow-up of this directive. 

6. RESCISSION; This VHA Directive will expire on December 3, 2001. 


S/ by Thomas Garthwaite, M.D for 
Kenneth W. Kizer, M.D., M.P.H 
Under Secretary for Health 


DISTRIBUTION: CO; E-mailed 12/4/96 

FLD; VISN, MA, DO, OC. OCRO, and 200 - FAX 12/4/96 
EX: Boxes 104, 88, 63, 60, 54, 52, 47, and 44 - FAX 12/4/96 
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VHA DIRECTIVE 96-064 
October 17, 1996 

Department of Veterans Affairs VHA DIRECTIVE 96-064 

Veterans Health Administration Change No. 1 

Washington, DC 20420 Novembers, 1996 


PUBLIC LAW 104-262, VA HEALTH-CARE ELIGIBILITY RULES 
EFFECTIVE OCTOBER 9, 1996 


1. PURPOSE: The purpose of this Veterans Health Administration (VHA) change is to amend 
>^ch zero percent service-connected veterans must agree to pay a copayment in order to be eligible 
for hospital care and outpatient medical services for the treatment of a nonservice-connected disability. 

2. POLICY: Veterans who have a ^ noncompensable** tcio percent service-connected disability 
requiring hospital care or medical services for a nonservice-connccted disability must agree to pay » 
a copayment to receive care. 

3. ACTION; Under 2. POLICY, subparagraphs 2.b.(l), 2.b-(2X and 2.c, insert the word 
**noncompensable” before the word service-cormected, 

4. REFERENCE: Public Law 90-493, section 4(a) and 4(b). 

5. FOLLOW-UP RESPONSIBILITY: Director, Headquarters Health Administration Service (161 A), 
is responsible for this Directive. Questions may be referred to Roscoe Butler at 202-273-8302, or 
Anna Franks at 273-8305. 

6. RESCISSION; VHA Directive 96-064 and this cluinge will expire on November 1, 1997. 


S/T. Garthwaite, M.D. for 


Kenneth W. Kizer, M.D., M.P.H. 
Under Secretary for Health 


DISTRIBUTION: 


CO; E-mailed H/18/96 

FLD: VISN. MA,DO,OC,OCRO,and200-FAX 11/18/96 
EX: Boxes 104,88,63.60,54. 52. 47. and 44 - FAX 11/18/96 


EXPIRATION date - NOVEMBER I. 1997 



598 


Department of Veterans Affairs VH A DIRECTIVE 96-064 

Veterans Health Administration 

Washington, DC 20420 October 17,1996 


PUBLIC LAW 104-262, VA HEALTH-CARE ELIGIBILITY RULES 
EFFECTIVE OCTOBER 9, 1996 

1. PURPOSE: The purpose of this Veterans Health Administration (VHA) Directive is to 
provide information for implementing Sections 101 and 103(a)(1) of Public Law (Pub. L.) 104- 
262, The Veterans’ Health Care Eligibility Reform Act of 1996. 

2. POLICY; Pub. L. 104-262 became effective on October 9, 1996. The law contains the 
following provisions which alter the way the Department of Veterans Affairs (VA) shall deliver 
hospital care, outpatient medical services, and nursing home care to the Nation’s veterans. These 
provisions are to be implemented imm«ii^ely. 

a. Pub. L. 104-262 makes VA eligibility rules the same for both inpatient hospital care and 
outpatient medical services. The law repeals the former statutory requirement that certain care 
only be provided “in preparation for hospital admission or to obviate the need of hospital 
admission” or “to complete treatment incident to” hospital, nursing home, domiciliary, or 
outpatient care. 

b. The law establishes two categories of veterans (as defmed in Title 38 United Slates Code 
(U.S.C.) § 101) -wiio are eligible for care. The first category includes veterans to whom VA 
“shall” furnish any needed hospital and outpatient care, but only to the extent and in the amount 
that Congress appropriates funds to provide the care. The second group includes veterans to 
whom VA “may” furnish needed hospital and outpatient care, but only to the extent 
resources and facilities are available, and only if die veteran agrees to pay VA a copayment in 
exchange for care. 

(I) The first eligibility group is composed of tlKise veterans who were previously referred to 
as “Category A” veterans, (excluding zero percent service-connected veterans needing care for a 
nonservice-connected disability). This group is composed of the following: 

(a) Veterans in need of care for a service-connected disability; 

(b) Veterans who have a compensable service-connected disability; 

(c) Veterans whose discharge or release from active military, naval, or air service was for a 
compensable disability that was incurred or aggravated in the line of duly; 

(d) Veterans who are in receipt of, or who, but for a suspension pursuant to 38 U.S.C. § 1151 
(or both a suspension and the receipt of retired pay), would be entitled to disability 
compensation, but only to the extent that such veteran’s continuing eligibility Ibr such care is 
provided for in the judgment or settlement provided for in Section 1151, 
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(c) Veterans who arc former Prisoners of War: 

(1) Veterans of the Mexican border period or of World War {. 

(g) Veterans who were exposed lo Agent Orange in Vietnam, ionizing radiation, or 
environmental hazards in the Persian Gulf (care for this group is limited to ceilain disabilities 
possibly associated with exposure which will be detailed in a separate directive); and 

(h) Veterans who have annual income and net worth below the cufrcnlly existing “means 
test” threshold, NOTE: See VHA Directive 96-004 dated January 24. 1996 

(2) Tlie second group, those lo whom VA “may” furnish care, includes all veterans not listed 
in the preceding paragraph 2b(l). This group is primarily nonservice-connectcd veterans with 
incomes and net worth above the currently existing “means test” threshold Those veterans, 
previously called “Category C” veterans, must agree to pay copayments to receive care. This 
group includes zero percent service-connected veterans needing care for any nonser\‘!ce- 
connccted disability who are not otherwise eligible. Iliosc veterans arc required to agree to 
make copayments lo receive care (they previously received care witliout a copayment 
requirement). 

c. Pub. L. 104-262 makes only one change to the rules governing (he provision of nursing 
home care. Zero percent service-connected veterans receiving care in VA nursing homes are 
now required lo agree to make copayments to receive their care, if not otherwise eligible. 

d. Pub. L. 104-262 makes no changes to the rules governing the provision of domiciliary care 
in VA facilities. 

c. Section 103 of Pub. L. 104-262 clariftes that VA ha.s authority to provide preventive health 
services lo eligible veterans even if they arc not currently being treated for a disease or disability. 

f. Section 103 of Pub. L. 104-262 eliminates a provision m prior law that prohibited VA from 
furnishing prosthetic devices and appliances on an outpatient ha.sis. Section KG provides that 
VA may furnish “sensori-neural aids” such as eyeglasses <ind hearing aids only pursant lo 
guidcines which VA mu.si prescribe by regulation. A sc[)afaie directive will be issued covering 
these ciianges. 

g. Pub 1, 104-262 requires VHA to cstnblisli a patient ciifollnieni svstoni (itml-nce tm tins 
will be provided at a later date, 

.3. ACrriON; Veterans Inlcgnilcd Service Network Directors and incihcal eofUe! Directors will 
provide health care to veterans in accoul with this Directive 


4, KKFIcRKNCK: Pub !.. 104-262, dated October 9, 1996 
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5. bOLLOW-UP RESPONSIBILITIES; Director, Headquarters Health Administration 
Service (161 A). Qu^-'stions may be referred to Roscoc Butler at (202) 273-8302. or Anna franks 
<11 273-8305. 

6, RESCISSION: This VHA Directive will expire on November ), 1997, 


Kenneth W. Kizer, M.D., M.P.H. 

Under Secretary for Health 

DISTRIBUTION: CO: E-maiied 10/17/96 

I-LD: VISN. MA. DO, OC. OCRO, and 200-FAX 10/17/96 
EX: Boxes 104. 88, 63, 60. 54, 52. 47 and 44 - FAX 10/17/96 
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POST-HEARING QUESTIONS 
CONCERNING THE FEBRUARY 11, 1997 
HEARING ON PERSIAN GULF WAR VETERANS’ ILLNESSES 

FOR THOMAS L. GARTHWAITE, M.D. 

DEPUTY UNDER SECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 

SUBMITTED BY THE HONORABLE LANE EVANS 
RANKING DEMOCRATIC MEMBER 
COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 


Question 1: How many Gulf War veterans have applied for compensation? 

How many Gulf War veteran compensation claims have been denied and what is the leading 
cause of denial? 

Answer: As of February 1997, we had received compensation claims from 84,899 Persian Gulf 
War (PGW) veterans. Of these, 1 1,751 have claimed benefits for disabilities resulting from 
either undiagnosed illnesses or exposure to environmental hazards. There have been many 
reports of a “95 percent denial rate.” The "95 percent denial rate" has been used to refer to the 
cases in which service connection for an undiagnosed illness was considered but not granted. 
However, statistics from our PGW tracking system currently show that 3,922 of these 1 1,751 
veterans (33 percent) have been awarded service connection for some disability, whether or not 
related to an environmental hazard or an undiagnosed illness. At this time, we are in the midst of 
a readjudication of all undiagnosed illness cases identified in the tracking system. The 
readjudication will ensure that all Persian Gulf veterans have an opportunity to submit all types 
of evidence that may establish entitlement to service connection. It will also ensure that the 
information entered into the tracking system accurately reflects the final outcomes in these 
claims. As the readjudication progresses, we believe that the number 3,922 will increase 
significantly. 

Denial of claims based on undiagnosed illnesses are presently categorized under one of the 
following reasons: 

(1) the disability is determined to be the result of a diagnosed condition; 

(2) the evidence indicates that the illness causing the disability is not chronic; 

(3) the disability has been found to be due to a reason unrelated to service in the Persian 
Gulf; 

(4) the disability did not manifest itself during service in the Persian Gulf or within the 
current 2-year presumptive period thereafter; 

(5) no disability is shown by the current evidence of record; and 

(6) the evidence indicates that a disability, first appearing within the presumptive period, 
has never been 10 percent disabling. 

The leading cause of denial of undiagnosed illness claims has been reason number 4. In light of 
the President's recent approval of Secretary Brown's recommendation to extend the presumptive 
period through December 31, 2001, this will necessarily change. 
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Question 2: How many physical examinations for Gulf War compensation claims have been 
conducted by VA and non VA physicians? 

Answer: I am sotry, but we do not maintain data responsive to either part of this question. 


Question 3: How will V A respond to the Final Report of The President’s Advisory Committee on 
Gulf War Veterans’ Alnesses? 

Answer; The Presidential Advisory Committee on Gulf War Veterans’ Alnesses has provided a 
signiftcant service to Persian Gulf veterans, and to those responsible for caring for them, by their 
in-depth review of the difficult issues of Gulf War veterans’ Alnesses. In January 1994, the 
President established the Persian Gulf Veterans Coordinating Board chaired by the Secretaries of 
VA and the Departments of Defense (DoD) and Health and Human Services (HHS). VA, under 
the auspices of the Coordiruiting Board, has submitted an action plan ouUining the Departments’ 
efforts, including those already partiaAy or fuAy implemented, in response to the findings and 
recommendations of the Presidential Advisory Committee in their final report. The 
implementation plan addresses specific actions to be taken by VA, DoD, HHS, or the 
Coordinating Board in the areas of outreach, medical and clinical issues, research, coordination, 
investigations, and chemical and biological weapons agents. We have attached a copy of the 
implementation plan for your review (Attachment A). 


Question 4: According to testimony given our Committee today, many veterans are not satisfied 
with either the attitude of VA or the treatment ttiey’re given when seeking health cate. What 
action will you take to fix this problem? 

Answer: As outlined in out written testimony, VA has been a leader in the development of 
health care programs, improvement of understanding concerning PGW health issues and 
dissemination of knowledge on Gulf War-related health issues. We believe that our programs are 
well-designed and comprehensive, but have not been uniformly delivered at aA medical centers 
or by aU healAi care providers. We also recognize that some Persian Gulf veterans have not 
received the kind of reception or care at VA medical facilities that we can be proud of. 

Testimony provided to the committee on February 1 1 gave examples of some of the problems 
which veterans encounter. 

The Veterans Health Administration (VHA) is already working diligenUy to improve veterans’ 
satisfaction wifli our services. VHA has established quality monitors and performance standards 
for the Registry program and is developing a new customer satisfaction survey for Persian Gulf 
veterans. These monitors address timeliness, access, and continuity of care. Some of Persian 
Gulf veterans have encountered difficulty getting continuity of follow-up for ongoing health 
problems after their Registry examination is completed. In order to address this concern, we 
have asked that each Persian Gulf veteran who has an ongoing need for medical care be assigned 
to a Primary Care Team. The (JuaUty Management/SeA-Assessment Monitor for 1996 shows 
that over three quarters of the Registry participants were assigned to primary care teams 
(Attachment B); in 1997 we hope that wiA be over 90 percent We feel Aiat Aiis change wiU 
improve the satisfaction of veterans with their VA care. 

In order to monitor the results of the implemented measures, we are establishing a Service 
Evaluation and Action Team (SEAT) within each Veterans Integrated Service Network. These 
programs will allow us to address veterans complaints and concerns on an ongoing basis, to 
collect data for quality improvement of our programs, and dynamically improve the high quality 
of care to veterans (Attachment C and D). 

A key factor in the quality of care and veterans’ confidence and satisfaction with that care is the 
knowledge and attitude of the health care providers who deliver that care. In order to keep our 
health-care providers well-informed on the latest developments, VA has utUized a wide array of 
communication vehicles including periodic nationwide conference caAs, mailings, sateAite 
video-teleconferences and annual on-site continuing medical education (CME) conferences. Our 
initial efforts were successful in educating a dedicated cadre of weU-informed Registry 
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physicians and staff, and we will continue to keep them up-to-date on the latest developments. 
However, as mentioned in our testimony we see an opportunity to improve the understanding of 
Persian Gulf war-related health issues by other VA medical personnel. VA’s goal is that all out 
health-care providers will have a woddng understanding of Gulf War exposures and health issues 
and will be able to discuss with their Persian Gulf patients how these issues could impact on their 
current or future health status. In order to meet this challenge and continue to improve our 
programs, the Veterans Health Administration has developed and will publish a self-study 
Persian Gulf CME program for every VA physician in early 1997. 


Question 5: What are VA’s plans to seek statutory authority to treat veterans and their families 
for reproductive health problems? 

Answer; VA has no current plans to seek additional legislative authority to provide reproductive 
health care to Persian Gulf veterans and their families. 

Section 107 of P.L. 103-446 did not grant VA general authority to treat or provide medical care 
to the spouses and children of Persian Gulf veterans. In addition, the study conducted under this 
section can only render data of limited scientific value, because of the inherent limitations of the 
required study design. More specifically, under section 107 of Public Law 103-446, VA medical 
evaluations can be offered to any individual who: 

• is the spouse or child of a veteran, who (a) is listed in the Persian Gulf War Veterans Registry 
established under Public Law 102-585, and (b) is suffering from an illness or disorder; 

• is suffering from, or may have suffered from, an illness or disorder (including a birth defect, 
miscarriage, or stillbirth) which cannot be dissociated from the veteran’s service in the 
Southwest Asia theater of operations; and 

has granted VA pennission to include in the Registry relevant medical data from the evaluation. 

Given the limited authority provided by this law, VA established a program that provides 
standardized medical evaluations and establishes a Registry database for health surveillance. The 
Department plans to analyze this database in a manner comparable to the V A Persian Gulf 
Registry database and the DoD CCEP database. This analysis will maximize our ability to 
compare the examination results of PGW veterans’ spouses and children with the existing VA 
and DoD Persian Gulf health registries. 

It should also be noted that VA’s National Persian Gulf Veterans Health Survey is studying the 
health status of Persian Gulf veterans, their spouses and children, and VA will be providing 
physical examinations of veterans and family members during Phase ni of this study. 'This 
randomized, controlled study will allow VA to assess the health status of Persian Gulf veterans 
and their families in a scientifically valid manner. 


Question 6: I understand one of the ways you get information to your field facility staff is 
through teleconferencing. In Mr. Ford’s testimony, he referenced a teleconference on Persian 
Gulf War issues that was poorly attended and stated the local Persian Gulf Registry Coordinator 
was not in attendance. How do you know that the latest information you are disseminating is 
getting to the local staff who need to know that information? 

Answer: VA has used a variety of vehicles to educate and communicate with Persian Gulf 
Registry staff; these include telephone conference calls, quarterly mail-outs, satellite video- 
teleconferences and on-site continuing medical education (CME) conferences. 

Clinical care responsibilities sometimes interfere with 100 percent participation of Persian Gulf 
staff. In recognition of this fact, minutes are produced for the conference calls and videotapes are 
made available from each satellite broadcast. The minutes are included in quarterly mail-outs for 
review by the Registry staff. Videotapes are provided to each medical center library so that 
personnel can review the programs at a later date if they miss the original broadcast. 
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The satellite video-teleconfetence which Mr. Ford refened to in his testimony was a program on 
the events at Khamisiyah and potential health effects of chemical warfare agents. In order to 
provide timely information to health care providers, the program was produced and broadcast 
with short notice. Some medical centets were not able to reschedule staff activities so that they 
could participate during the broadcast. However, Chiefs of Staff were provided a copy of the 
videotape and asked to ensure that medical staff viewed the program and were knowledgeable on 
this important subject (Attachment E). 

Persian Gulf prog’am performance measures require at least 75 percent or greater staff 
participation in education calls and conferences (Attachment F). VHA will continue to 
encourage and monitor full participation of health care providers in CME activities. 


Question 7: It is my understanding Dr. William Baumzweiger, a fellow at the West Los Angeles 
Outpatient Clinic, has been very outspoken about this theory and treatment of Persian Gulf War 
veterans. What is the status of Dr. Baumzweiger’s fellowship and your opinion of his theories 
and treatment methodologies. Identify all changes VA has made regarding the role and 
responsibilities of Dr. Baumzweiger in providing VA health cate and particularly his provision of 
heith care to Persian Gulf veterans. 

Ansvrer: William E. Baumzweiger, M.D., is currently a Neurology Fellow at the VA Outpatient 
Clinic in downtown Los Angeles (LAOPC-351 Temple Street), This Fellowship position is a 
training position, in which Dr. Baumzweiger is appointed as a fifth-year resident. As such, he 
does not have clinical privileges and cannot practice independently. Prior to pursuing Neurology 
training. Dr. Baumzweiger, who is a board certified psychiatrist, practiced psychiatry in the 
private sector for approximately twenty years. 

Dr. Baumzweiger’s Fellowship appointment is for one academic year, beginning July 1, 1996, 
and ending June 30, 1997. The purpose of the Neurology Fellowship is to obtain advanced 
training in neuromuscular diseases and disorders, including performance of electromyography 
(EMG), testing of a muscle to determine how well the muscle is working. At this time, it appears 
Dr. Baumzweiger will complete his Fellowship on June 30, 1997. 

There are presently over 90 federally supported Persian Gulf War (PGW) research studies. VA 
has been, and will continue to be, open to all research, diagnostic and treatment approaches that 
are ethically and scientifically based. However, our highest commitment must continue to be 
ensuring quality, appropriateness and continuity of care. 

Dr. Baumzweiger’s work to date can be described as clinical case review, or a case series repoit. 
At the time Dr. Baumzweiger presented his clinical findings and his hypotheses concerning 
brainstem dysregulation syndrome on September 17, 1996, to the Persian Gulf Research Working 
Group, he was advised to publish his case series in a peer-reviewed journal and to prepare and 
submit a research protocol to investigate his untested hypothesis. This is the route Dr. Haley 
followed when he published evidence to support his hypothesis about organo-phosphate induced 
delayed polyneuropalJiy. The work of Dr. Abou-Donia, which provided a scientific basis for this 
work, was published in the toxicology literature and has been discussed in the research 
community for over a year. This is an ongoing area of investigation and research which will 
benefit from the worit of many researchers. It is important to continue to stress that alt 
hypotheses need to be subjected to peer review and clinical validation. 

Regarding changes VA has made in Dr. Baumzweiger’s role and responsibilities, the situation at 
present is as follows: 

1. Dr. Baumzweiger is currently confinuing his Fellowship training, 
under the supervision of C. Puckett-Robinson, M.D., Chief, Neurology 
Service. LAOPC. 

2. Dr. Baumzweiger has cooperated with Dr. Puckett-Robinson and LAOPC ’s 
senior management team to transition his PGW veterans for reassignment to staff 
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physicians and inclusion in LAOPC’s Persian Gulf War registry and protocol. 
This will ensure that these veterans, approximately 13 in number: 

a. Have their medical care appropriately supervised by staff physicians 
and LAOPC’s PGW Coordinator. This includes proper documentation of 
their care and medications in paper and electronic records, which is 
especially important for patients who had been coming from far away (i.e., 
Utah, Texas and Idaho). 

b. Have more extensive access to VA’s PGW programs, and referrals as 
necessary and as appropriate for clinical consultations, such as cardiology, 
orthopedics, neurology, infectious diseases, gastrointestinal medicine and 
mental health. Referrals will include, as necessary, consultation with 
specialists at the nearby VA Medical Center in West Los Angeles 
(Wilshire Boulevard), which is one of VA’s regional referral centers for 
PGW veterans. 

c. Have their LAOPC PGW treatment, including medications, identified 
to their local VA or non-VA physicians, for the “long distance” patients. 


Question 8: In reviewing the Persian Gulf Registry records for veterans who were possibly 
within 50 kilometers of Khamisiyah Ammunition Storage Area during the demolition in March 
1991, you testified 81 registry participants were diagnosed with musculoskeletel conditions at a 
higher rate than the 50 kilometer or general registry group. Dr. Garthwaite, you testified a review 
of the CCEP participants which were within 50 kilometers of Khamisiyah reports symptoms 
similar to other Army CCEP participants. Please explain. 

Answer: The Department of Defense reported to VA that their preliminary analysis of the 
Comprehensive Clinical Evaluation Protocol (CCEP) health records of individuals identified as 
part of the demolition team and within 50 kilometers of Khamisiyah during March 1991 showed 
no apparent differences in health compared to the general CCEP participants. This information 
is based on self-selected, voluntary health examinations and should not be considered conclusive. 
DoD is surveying service members believed to be in the area of Khamisiyah in March 1991 in 
order to better identify the troops who were potentially exposed to subclinical levels of nerve 
agents. DoD will also sponsor appropriate epidemiologic research on this group to better 
understand their current health status. No definitive conclusions can be drawn from the currently 
available health surveillance data however, the preliminary data do not indicate that veterans in 
the CCEP or VA PGW registries are suffering from an increased rate of neurologic or cognitive 
conditions which could possibly result from acute toxic exposures to nerve agents. 
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POST-HEARING QUESTIONS 
CONCERNING THE FEBRUARY 11, 1997 
HEARING ON PERSIAN GULF WAR VETERANS’ ILLNESSES 

FOR THOMAS L. GARTHWAITE, M.D. 

DEPUTY UNDER SECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 

SUBMITTED BY THE HONORABLE LUIS GUTIERREZ 
MEMBER, SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 


Question: Dr. Garthwaite, as we discussed earlier, 95 percent of Persian Gulf veterans who have 
“undiagnosed illnesses” are denied service-connection by the VA. 

While I am impressed with many of the VA programs for Gulf War vets that you described in 
your testimony, 1 fail to understand how 95 percent of all Desert Storm vets are failing to get 
service-connection by the VA. 

Dr. Garthwaite, 1 can’t help but feel that the VA is letting too many of these veterans down, and 
so far 1 have not heard a valid reason for why this is happening. 

I know the two-year presumptive period had kept many Gulf War vets from getting the care they 
need and 1 believe it should be extended. 

Can you comment as to the rationale for the denial of service-connection to so many veterans of 
the Gulf War? 

Answer: It is not entirely accurate to state that "95 percent of Persian Gulf veterans who have 
'undiagnosed illnesses' are denied service connection by the VA." It is incorrect to state further 
that "95 percent of all Desert Storm veterans are failing to get service-connection by the VA." 

As of February 1997, we had received compensation claims from 84,899 Persian Gulf War 
(PGW) veterans. Compensation has been awarded to 27,868 PGW veterans (33 percent). 
Another 37,921 (45 percent) have service-connected disabilities rated as zero percent disabling, 
for which no compensation is payable. Therefore, the claims of only 19,1 10 PGW veterans (23 
percent) have been completely denied (no compensation and no zero-percent service connection.) 

Among the 84,899 PGW veterans, 1 1,751 have claimed benefits for disabilities resulting from 
either undiagnosed illnesses or exposure to environmental hazards. Service connection has been 
awarded to 1,61 1 of them; 753 are service connected for disabilities resulting from undiagnosed 
illnesses. The "95 percent denial rate" has been used to refer to the cases in which service 
connection for an undiagnosed illness was considered but not granted. However, statistics from 
our PGW tracking system currently show that 3,922 of these 1 1,751 veterans (33 percent) have 
been awarded service connection for some disability, whether or not related to an environmental 
hazard or an undiagnosed illness. At this time, we are in the midst of a readjudication of all 
undiagnosed illness cases identified in the tracking system. The readjudication will ensure that 
all Persian Gulf veterans have an opportunity to submit all types of evidence that may establish 
entitlement to service connection. It will also ensure that the information entered into the 
tracking system accurately reflects the final outcomes in these claims. As the readjudication 
progresses, we believe that the number 3,922 will increase significantly. 

Denial of claims based on undiagnosed illnesses are presently categorized under one of the 
following reasons: 

(1) the disability is determined to be the result of a diagnosed condition; 

(2) the evidence indicates that the illness causing the disability is not chronic; 
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(3) the disability has been found to be due to a reason unrelated to service in the Persian 
Gulf; 

(4) the disability did not manifest itself during service in the Persian Gulf or within the 
current 2-year presumptive period thereafter; 

(5) no disability is shown by the current evidence of record; and 

(6) the evidence indicates that a disability, first appearing within the presumptive period, 
has never been 10 percent disabling. 

The leading cause of denial of undiagnosed illness claims has been reason number 4. In light of 
the President's recent approval of Secretary Brown’s recommendation to extend the presumptive 
period through December 31, 2001, this will necessarily change. 

In regard to medical care, all PGW veterans are by statute eligible to receive treatment for 
conditions that might possibly be the result of exposure to a toxic substance or environmental 
hazard during service in the Gulf. This is separate from entitlement to service connection and 
unrelated to the length of the presumptive period. 
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ATTACHMENT A 

(THE HONORABLE LANE EVANS) 



MAR 7 19S7 


The President 
The White House 
Washington. DC 20500 

Dear Mr. President: 

The Departments of Defense (DcD), Veterans Affairs (VA) and Health and 
Human Services (DHHS) appreciate the effort, thought and constructive input provided 
by the Presidential Advisory Committee on Gulf War Veterans' Illnesses in its final 
report. 


We are pleased to submit to you our implementation plan for the recommenda- 
tions contained in the final report of the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses. This plan represents many hours of careful consideration of the 
Advisory Committee's lecommendations. The plan was developed, coordinated, and 
consolidated with the assistance of the Persian Gulf Veterans Coordinating Board, which 
we jointly co-chair. Action is already underway to implement the recommendations. 


Respectfully. 

WILLIAM S. COHEN DONNA E. SHALALA 

Secretary of Defense Secretary of Health 

and Human Services 




Secretary of 
Veterans Affairs 
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EXECUTIVE SUMMARY 

The Fenian Gulf Veterani Coordinating Board Action Plan 
with Respect to the Findings and Recommendations of the Presidential Advisory 
Committee on Gulf War Veterans* Illnesses Final Report 


The Persian Gulf Veterans Coordinating Board comprised of the Secretarin of Defense 
(DoD), Health and Human Services (DHHS), and Veterans Af&irs (VA) greatly 
appreciate the effort, thought and constructive recommendations provided by the 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses in its final report. 

Like the Presidential Advisory Committee, the three Departments recognize that the issues 
surrounding Gulf War veterans’ illnesses are complex. Since the end of the Gttlf War, 
concerns have been raised as to whether there is a rdationship between the illnesses 
(diagnosed and undiagnosed) being experienced by some Gulf War veterans and their 
family members and a variety of possible hazardous exposures during service, including 
chemical war&re agents. We share these concerns and are taking concrete steps to 
determine the causes of these illnesses and to provide care for veterans who are ill. 

The Presidential Advisory Committee’s “Final Report” provides a number of important 
findings and valuable recommendations. This plan outlines the Departmenu’ actions, 
including those already partially or fidly implemented, taken in response to the findings 
and recommendations of the Presidential Advisory Committee in their “Final Report.” 

This Action Plan is a dynamic document which will need to be revisited and adjusted as 
information becomes available and we learn more. Furthermore, in the upcoming weeks, 
the three Departments and the Persian Gulf Veterans Coordinating Board will develop 
specific timelines for the actions proposed. 

The plan addresses actions to be taken in the areas of outreach, medical and clinical issues, 
research, coordination, investigations, and chemical and biological weaponi These 
actions include: 

• Initiation of a Presidential Review Directive pursuant to which the National Science 
and Technology Council will create an interagency plan to address health preparedness 
for, and readjustment of veterans and their families after future conflicit and 
peacekeeping missions. 

• The Persian Gulf Veterans Coordinating Board’s Clinical Working Group will develop 
a comprehensive risk communication plan. Government and non-govnnment risk 
communication experts will be engaged to as^st in development and implementation 
of the plan. 
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• VA Transition Asascance Program briefings for service m«iibers separating from 
active duty will empharize the VA programs and services available to Gulf War 
veterans and their femilies. 

• VA will ensure that its outreach to the Latino populations provides information on 
Gulf War-related programs. A Spanish language information pan^>hlet and federal 
veterans benefits guide are being produced. 

• Re-evaluation and enhancement of the l^rsian Gulf Veterans Coordin at in g Board will 
include the addition of new members to the existing Clinical, Research, and 
Compensation Working Groups. Further, a Deployment Planning Working Group will 
be established to make recommendations for interagency activities, and to monitor 
pre-deployment, deployment, and post-deployment medical surveillance programs. 

• The Food and Drug Administration is preparing r^ulations that will solicit public and 
expert comment on any rule that permits waiver of informed consent for use of 
investigational products in military exigencies. 

• Deployment health surveillance programs will be carried out involving pre-deployment 
health screening and education, deployment operational, environmental, and medical 
survdllance, and po^-deployment health survdllance aixl risk communication. 

• DoD is developing enhanced orientation and training procedures to inform service 
personnel about the health risks, benefits and proper use of military medical 
countermeasures to chemical and biolo^cal warfru'e agents. 

• Military medical record keeping will be g^m particular priority by DoD offidals at the 
highest levels. Computerized medical records, meditags, and compatible information 
systems are under development. 

• Continuing medical education programs for health care providers in VA and DoD will 
be enhanced to ensure up-to-date patient education and delivery of high quality health 
care. 

« DoD is developing a Directive on Combat Stress that will set forth policy, improve 
stress reduction and management programs, and involve military leadership in stress 
management and unit cohesion programs. 

• DHHS will engage in a special efrbrt designed specifically to impact the stigmatization 
of stress-associated and other mental health conditions. 

• DoD has established the Office of the Special Assistant for Gulf War Dlnesses, which 
is responsible for investigation of reported Gulf War-related incidents that may have 
health consequences. This effort involves case management and release of 
investigation narratives, and outreach to veterans and Military Coalition organizations. 
Recent activities indude initiation of a Khamisiyah survey to collect information from 
veterans who were there and to encourage them to partidpate in the health registries. 

• Service members who may have been exposed at Khamisiyah and other sites will be 
notified and any needed evaluation and care provided; moreover, appropriate research 
will be conducted. 

• Research activities are a key component of the government's response. Related 
initiatives include: 

• The Persian Gulf Veterans Coordinating Board has encouraged Public 
Advisory Comimttees be established for all large epidemiologic studies; 
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• Federal research requests for proposals include: 

• the possible long-term health effects of chemical and other hazards 
(including subclinical exposure to chemical warfere nerve agents); 

• studies of combined exposures to pyridostigmine bromide, pesticides 
and other agents; 

• epidemiologic feasibility studies on Khamisiyah veterans and other 
groups possibly exposed to low-level chemical agents; and 

• research on stress-related disorders 

• Development of a strategic plan for research into the potential hea! ih 
consequoices of exposure to chemical and other hazards, iodudinu low-levels 
of chemical warfare agents; and 

• Support for long-term mortality studies and cancer registries. 

The Persian Gulf Veterans Coordinating Board has engaged in a comprehensive, 
coordinated effort to respond to the health concerns of Gulf War veterans. DoD, DHHS 
and VA are committed to finding answers to Gulf War illnesses and look forward to 
working with the Presidential Advisory Committee on Gulf War Veterans’ Illnesses to 
achieve this goal. Our veterans and their fiimilies deserve no less. 
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CHAPTER 2: THE GOVERNMENT’S RESPONSE 
Findings and Recommendations Regarding Outreach 


Finding 2-1: In their geographic areas. Vet Center staffs have established working 
relationships with the veterans community, veterans service organizations, local 
municipal and state veterans liaison offices, in-region Guard and Reserve units, 
community social services organizations, local Department of Veterans Affairs (VA) 
medical center personnel, and military establishments. These relationships enable Vet 
Centers to provide education and outreach to local communities about issues and 
clinical programs concerning Gulf War veterans, and a significant number of Gulf 
War veterans use their services. 

Finding 2-2: The outreach initiative of VA’s Persian Gulf Family Support Program 
was an effective method of communicating information about Gulf War veterans 
illnesses~in particular the established government clinical programs— to veterans, 
Reservists, National Guard members, and local communities. The outreach 
component used trained, knowledgeable personnel in the field to establish a 
communication network with the community and deliver specific information directly 
to Gulf War veterans. 

Recommendation: Department of Defense (DoD) and VA should follow the model 
of field-based outreach demonstrated in the Vet Centers and the Persian Gulf Family 
Support Program when developing health education and risk cormnunication 
campaigns for active duty service members. Reserve and Guard personnel, and other 
veterans. General, less specific outreach methods— e.g., hotlines and public service 
announcements— should be viewed as an important supplement, but not as 
replacements. 

Response: Concur. After the conclusion of the Persian Gulf War in 1 99 1 , Vet 
Center services were made available to those who served in the Persian Gulf. 
These Vet Centers had seen over 25,000 Persian Gulf veterans by the summer of 
1992. This prompt response by the Vet Centers to the acute Post-Traumatic 
Stress Disorder (PTSD) and other post-war readjustment difficulties, such as 
family and employment problems, illustrates VA’s commitment to early 
intervention and outreach. As of September 30, 1996, Vet Centers had seen more 
than 74,000 Persian Gulf veterans. 

VA can apply the same successful Vet Center strategy of targeting specific 
veteran populations, developing intensive networks, and creating referral 
relationships with other community agencies to formulate health education and 
risk communication campaigns. These field-based risk communication and health 
education outreach programs will be directed specifically at Persian Gulf veterans, 
and Reserve and Guard personnel. Persian Gulf veterans and their families will 
be invited to participate, as appropriate, in future VA outreach and focus sessions, 


1 




614 


so VA can provide them with risk communication and health education 
information and learn more about their health care needs. 

VA’s annual National Training Program conferences update VA medical 
center Persian Gulf Registry physicians, health care professionals, and Vet Center 
service providers on the latest information available from the clinical and 
scientific studies of Persian Gulf veterans’ illnesses. Risk communication and 
health education issues will continue to be included in future National Training 
Program continuing medical education conferences. VA health care providers 
attending these conferences will be able to recognize the most common symptoms 
and diagnoses of Persian Gulf veterans and communicate potential health risks of 
Gulf War service to their patients. 

DoD agrees that a strengthened “field-based” outreach system is needed to 
address post-deployment follow-up. Likewise, DoD has in place an extensive 
system available for outreach to active duty service members and their families 
and to Reserve and Guard personnel who are currently associated with DoD. 

DoD is committed to better using that system, including the command structure, 
both for Gulf War veterans Md for future post-deployment follow-up. As one 
example, with respect to active duty personnel and their families, DoD will use 
the Family Service Centers which can achieve the effectiveness of the VA field- 
based model. Liaison between the Assistant Secretary of Defense (ASD)/Health 
Affairs and the ASD(Force Management Policy )/Personnel Support, Families and 
Education will result in a more effective strategy to use existing organizational 
resources to ensure appropriate dissemination of information. DoD will also 
make better use of its health personnel with respect to health education and risk 
communication. These health personnel, including frontline medics, are located 
throughout the world with our active duty personnel and are supporting active 
duty personnel and their families on a daily basis. 

The Office of the Special Assistant for Gulf War Illnesses has in place an 
outreach office which aggressively performs call-backs to follow-up on hotline 
calls. This is the first over-arching DoD effort to establish two-way 
communication in the form of a true dialogue versus only receiving information. 
These call backs not only provide an in-depth debrief, but also, a single point of 
contact between the Office of the Special Assistant for Gulf War Illnesses and the 
reporting Gulf War veteran for the future. The process involves the veteran in the 
incident investigation process in a significant and meaningful way. DoD’s 
medical treatment facilities (MTFs) at military installations nationwide offer 
medical outreach and treatment for Gulf War veterans. As service members call 
the Comprehensive Clinical Evaluation Program (CCEP) Hotline, their first call- 
back is from the nearest MTF to schedule their evaluation. 

DoD is in the process of developing a new more proactive GulfLINK 
website to include adding a Frequently Asked Questions (FAQ) page to address 
some of the common concerns of those who served in the Gulf, their family 
members, and the general public. Two-way E-mail will also be added to 
GulfLINK to allow users to quickly query experts from the Office of the Special 


2 



615 


Assistant and receive an expeditious reply. The intent is to publish all available 
public information as well as periodic status reports on investigations in progress 
in a timely manner. 

DoD will employ nationally recognized experts in the field of risk 
conununications to develop a DoD strategic plan that is: (1) fully coordinated and 
integrated with the Persian Gulf Veterans Coordinating Board (PGVCB) plan; (2) 
provides for the conduct of risk communication training for all DoD persoimel 
involved with direct public interface; (3) seeks the advice of experts on specific 
events or issues affecting our veterans; and, (4) allows for the review of all 
products to ensure the most effective dissemination of information. Additionally, 
DoD recognizes that feedback is an important aspect of risk communication and 
will ensure the measures are in place to evaluate the effectiveness of this 
communication plan. 

VA has a long-standing relationship and communication network with 
Veterans Service Organizations (VSOs). Additionally DoD’s Office of the 
Special Assistant for Gulf War Illnesses is establishing relationships with member 
organizations of the Military Coalition that are critical to providing information at 
the local level. The objective is to share information with the Military Coalition 
Organizations (MCOs) nationwide, and to invite their participation in 
information-sharing, investigations and a search for solutions process. This 
includes encouraging publications of information in Military Coalition 
organization newsletters and magazines, presentations and briefs, and 
demonstrations of military equipment that pertains to the detection and 
identification of chemical warfare agents. 

The PGVCB will incorporate these activities into the comprehensive risk 
communication plan. 


Finding 2-3: Ninety percent of separating active duty service members attend 
Transition Assistance Program (TAP) workshop briefings conducted Jointly by DoD, 
VA, and DOL. VA benefits briefings during the TAP workshop could be an effective 
method of outreach about DoD and VA programs for evaluating Gulf War veterans 
illnesses, yet there is no evidence their clinical programs receive mention. 

Recommendation: VA should direct its Transition Assistance Program workshop 
benefits counselors to specifically mention DoD and VA programs related to Gulf 
War veterans’ illnesses. 

Response: Concur. The outcome outlined by the recommendation is a part of 
Veterans Benefits Administration’s (VBA) transition assistance briefings. We 
agree that VA benefits briefings conducted in association with TAP workshops 
are an effective method of outreach to Gulf War veterans. To ensure the 
effectiveness of these briefings, the Veterans Services Program Staff (VSPS) 
(which is responsible for TAP administration within VA) provides Military 
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Services Coordinators (MSCs) with materials and/or guidance related to briefing 
content. 

The VSPS has previously directed MSCs to include Gulf War issues in 
their benefit presentations. In addition, VSPS creates and distributes overheads, 
photographic slides, fact sheets, and pamphlets for use in benefit presentations. 
The latest version of the slides includes a series covering the following Persian 
Gulf War issues: (1) disability compensation for undiagnosed illnesses; (2) the 
types of evidence needed to support compensation claims for undiagnosed 
illnesses; (3) other VA programs or services available to Gulf War veterans and 
their families; and, (4) toll-free numbers that service members may call for more 
detailed information and assistance. 

The VSPS has distributed a revised set of transparencies to MSCs which 
provide more information about VA and DoD programs for Gulf War veterans. 
These transparencies stress the importance of continued discussion of VA and 
DoD programs for Gulf War veterans during benefit briefings. 

DoD supports this approach and the DoD Director of Transition Support 
and Services will coordinate with the VA and help ensure that information on 
DoD and VA clinical Persian Gulf veterans health care and compensation 
programs is effectively provided to separating active duty service members. The 
Compensation and Benefits Working Group of the PGVCB will monitor this 
process and explore options for improvement. 


Finding 2-4: Through the initiatives of the Women Veterans Health Programs, VA 
has implemented a range of efforts to inform women veterans about available health 
services. 

Recommendation: VA should ensure that its initiatives under the Women Veterans 
Health Programs specifically provide information about Gulf War-related programs. 

Response: Concur. Operations Desert Shield and Desert Storm involved the 
largest deployment of women to a war zone in our nation’s history; women 
composed 7 percent of the approximately 697,000 deployed troops. VA’s 
Office of Public Health and Environmental Hazards is the Veterans Health 
Administration (VHA) program office for both the Women Veterans Health 
and Persian Gulf Veterans Programs. In the past, the Office has coordinated 
VA program planning in these two areas. VHA is committed to long term 
continuation of these efforts as they relate to medical care, research, outreach 
and education for women who served in the Persian Gulf War. Information 
will be included regarding Gulf War-related women veterans’ programs in 
both Persian Gulf and Women Veterans Health communications and 
education programs in May and June 1997. 

The Clinical Working Group (CWG) of the PGVCB will monitor these 
efforts and explore options for improvement. 
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Finding 2-5: In regions with significant Latino populations. Veterans Centers and 
VAMCs deliver bilingual, cross-cultural outreach services. 

Recommendation: VA should ensure that its outreach to Latino 
populations specifically provides information about Gulf War-related programs. 

Response: Concur. In 1996, VA published and distributed copies of the first 
Spanish language version of Federal Benefits for Veterans and Dependents 
entitled "Beneficios Federates Para Veteranos y Sus Dependientes." The Span; li 
language benefits book was distributed to all VA Regional Benefits Offices ami 
VA Medical Centers with significant Latino populations. This booklet provide- 
information regarding compensation benefits for chronically disabled veterans 
who suffer from undiagnosed illness believed to be the result of their service in 
the Gulf In addition. Gulf War veterans are informed about the Persian Gulf U .ir 
Registry Program and special eligibility for any Persian Gulf War veteran who 
may have been exposed to a toxic substance or environmental hazard during the 
Gulf War. The Spanish language version of the benefits book also lists the 
Persian Gulf Veterans information phone number (800-PGW-VETS). VA will 
redistribute a 1997 version of the Spanish language benefits book later this year 
VA will also conduct Spanish language print, radio and television interviews 
designed to inform Gulf War veterans of their benefits as well as update them on 
VA's research agenda. In addition, VA is developing a new information pamph et 
for Gulf War veterans that will be distributed in English and Spanish by Summi r 
1997. 


Finding 2-6: While newspaper articles and television and radio broadcasts 
disseminated by DoD’s American Forces Information Service provide adequate 
media coverage of Gulf War illnesses-related issues, few of the media products 
perform the outreach functions of publicizing government-sponsored Gulf War 
veterans clinical programs and methods of referral into them. 

Recommendation: As the Committee stated in its Interim Report, DoD and VA 
should develop and utilize more refined performance measures to determine how \^cll 
outreach services are reaching concerned parties. DoD and VA officials (specificalK 
those in the Armed Forces Information Service and its broadcasting arm, the Armc, 
Forces Radio and Television Service) using media products for outreach mitiatives 
should be aware of the difficulty in enumerating the actual readership and viewers!. r> 
figures and be concerned about how effectively their message saturates the targeted 
population. 

Response: Concur. VA conducted a Gulf War Veterans Public Service 

Announcement (PSA) campaign in 1995 consisting of video, radio and print 
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announcements. The Conunittee*s Interim Report recommended that the content 
of the announcements be more specific regarding services available to and 
illnesses suffered by Gulf War veterans. VA revised the PSAs and conducted 
another outreach campaign in 1996. VA hired a media marketing firm to 
distribute the print, radio and television PSAs and provide follow-up reports to 
VA regarding market penetration. In addition, VA purchased satellite time to 
conduct one-on-one interviews with television stations in the country's top media 
markets. These interviews afforded VA prime time viewership and provided 
substantial outreach to Gulf War veterans and their families. VA’s Regional 
Public Affairs Offices will continue to augment its outreach effort by placing 
news articles in regional media outlets to inform veterans and their families of 
available benefits. Since the Interim Report, the VA Persian Gulf Helpline has 
begun to collect data on how veterans heard about that service. A summary will 
be provided to the Committee. 

In late FY 96, DoD conducted a survey that addressed the awareness of the 
CCEP and the Gulf War Incident Hotline in a representative sample of 54,000 
active duty and retired active duty Gulf War veterans. This survey indicated that 
a relatively low propxtrtion of active duty and retired active duty Gulf War 
veterans are aware of the CCEP and the Incident Hotline. The survey findings 
will be useful in designing more effective communication strategies for future 
outreach efforts. DoD agrees that there is a need to assess which communications 
mechanisms are most effective for reaching Gulf War veterans and will continue 
to do so in cooperation with the PGVCB. 

A critical element of DoD’s new Office of the Spiecial Assistant for Gulf 
War Illnesses is a public affairs/public outreach arm that is focused on reaching 
the public through the organizations of the Military Coalition command 
information pirograms and media channels. One of the primary charters of public 
outreach is to develop an effective dialogue and to solicit feedback from veterans. 
The Office of the Special Assistant will develop an assessment of all means of 
reaching out and informing the public to include Armed Forces Information 
System (AFIS) and the Armed Forces Radio and Television Service (AFRTS). 
This will be a part of DoD’s strategic public affairs plan and risk communication 
strategy as previously discussed (response to 2-2). AFIS is a primary channel for 
disseminating information to active duty and reserve component service members 
and their families. The information provided by AFIS and used in installation and 
activity newspaprers is available to all uniformed and civilian personnel 
departmentwide. In addition, AFRTS is available to service members and DoD 
civilians at 156 overseas locations and aboard ships at sea. The CCEP toll-free 
number has been publicized through the Armed Forces Radio and Television 
Service, and has been reported in over 1,100 DoD publications around the world. 
AFIS is also available via the Worldwide Web. The CCEP hotline number will 
continue to be publicized in numerous AFIS print and broadcast products. We 
will continue to make our target audiences aware of the toll-free number and other 
important information on Gulf War Illnesses. 
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These efforts will be incorporated into the PGVCB’s comprehensive risk 
communication plan.- 

Finding 2-7: DoD’s 1996 Internal Information Plan— Persian Gulf Illnesses 
describes its Comprehensive Clinical Evaluation Program, yet fails to provide the 
most basic information on how to register for it. 

Recommendation: DoD should reissue its Internal Information Plan on Gulf War- 
related illnesses. It should make a special effort to note the revision provides the toll- 
free number and that individuals are encouraged to register for its Comprehensive 
Clinical Investigation Program (CCEP). It also should take the opportunity to 
provide updated information. 

Response: Concur. The APIS Internal Information Plan (IIP) is a 
management plan which lists broad topic areas to be addressed by DoD 
internal information media during the year. Topics for FY 96 included 
subjects such as recycling, the flag, child abuse and financial management. 
One page was allocated to each topic. Gulf War illnesses will be included as a 
major focus in next year’s plan. Additional public affairs guidance on 
encouraging service members to register in the CCEP, how to register and 
publication of the toll-free number will be issued. 

The PGVCB risk communication plan will incorporate information on 
registration for clinical examinations. 

Recommendation: In an attempt to increase veterans’ and the public’s awareness 
and understanding of the full range of the government’s commitment to addressing 
the nature of Gulf War veterans’ illnesses, DoD and VA should reevaluate the goals 
and objectives of their risk communication efforts. DoD and VA should develop 
effective methods that provide the affected community with comprehensive 
information concerning possible exposures to environmental hazards, potential health 
effects from risk factors, and explanations of ongoing and completed clinical and 
epidemiologic studies. 

Response: Concur. VA, DoD and the Department of Health and Human 
Services (DHHS) will collaborate, through the PGVCB, to refine goals and 
objectives and develop more effective methods for risk communication regarding 
Gulf War veterans’ illnesses. Risk communication will address possible exposure 
to hazards (chemical, biological, and environmental hazards), explain potential 
health effects from these risk factors, and provide information on studies on 
potential health risks and how to respond to those risks. In that effort, DoD and 
VA will involve DHHS and their risk communication experts as well as using the 
expertise of nationally recognized experts in the field of risk communications. 

Since June 1996, when the Defense Department first learned of the 
potential exposure of our troops to chemical agents during the destruction of 
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ammunition and equipment at Khamisiyah, DoD has conducted an extensive 
multimedia campaign designed to inform soldiers and veterans of the events at 
Khamisiyah. Our coordinated and expanded outreach program asking soldiers to 
provide information of their experiences at or near Khamisiyah and encouraging 
them to seek assistance for health problems they believe may be a result of their 
service in the Persian Gulf has been well-received, providing much new 
information and involving thousands more veterans in the process. 

In order to accomplish these goals, the PGVCB CWG will conduct a day- 
long conference with risk communication experts to design a Gulf War veteran 
risk communication plan. The plan will take into account the size and location of 
the Gulf War veteran population and the existing communications tools of the 
Departments including direct mail, newsletters, radio, print and television media. 
The goal of the CWG will be to develop a risk communications plan that will be 
effective communicating with Gulf War veterans and their families regarding 
information on possible exposures to environmental hazards, potential health 
effects, treatment options and ongoing research. The plan will be submitted to the 
Committee by May 1, 1997. 


Finding 2-8: Effective risk communication is essential to the government’s 
credibility on Gulf War veteran’s illnesses, but DoD and VA have not seriously 
attempted to educate veterans about health effects of service in the Gulf War or to 
establish a dialogue concerning research programs relevant to veterans’ concerns. 

Finding 2-9: Several federal agencies have developed, tested, and validated 
techniques for health risk communication that could be adopted by DoD and VA. 

Recommendation: DoD and VA should immediately develop and implement a 
comprehensive risk communication plan. This effort should move forward in close 
cooperation with agencies that have a high degree of public trust and experience with 
risk communication, such as the Agency for Toxic Substances and Disease Registry 
(ATSDR) and the National Institute for Occupational Safety and Health. 

Response: Concur. The PGVCB virill develop and implement a 
comprehensive risk communication plan within the next six months. The 
Board recognizes that substantial expertise exists within DHHS at the 
ATSDR, and National Institute for Occupational Safety and Health O'lIOSH), 
and will be collaborating with these agencies as well as using the expertise of 
nationally recognized experts in the field of risk communications. 

Recommendation: Because health risk information and education applies to service 
members who remain on active duty and veterans no longer in military service, DoD 
and VA should closely coordinate the federal government’s risk communication effort 
for Gulf War veterarts and other members of the affected community. Departmental 
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commitments to any plan should be viewed as continuous and long-term; a sustained 
effort is particularly critical in light of veterans’ and public skepticism arising from 
the recent revelations related to chemical weapons. 

Response: Concur. The PGVCB agrees that the risk communication must be 
coordinated, forward-looking, and dynamic with a commitment to long-term and 
sustained communication to our Gulf War veterans. 

DHHS, DoD and VA will work closely in sharing information. For 
example, the PGVCB’s CWG will provide their plain language fact sheets for 
dissemination to veterans, family members and other interested parties on Gulf 
War-related topics. Copies of these materials will be sent to the Conunittee for 
review by May 1, 1997. DoD will make available the narratives on investigative 
activities as they become available. 

Recommendation: In its coordinated risk communication plan. DoD and VA should 
engage MCOS and veterans service organizations as intermediaries-and include 
persormel in leadership positions, such as senior enlisted persormel (for active duty 
military) and state veterans’ service ofiicials-in the effort to establish an efficient 
information exchange process where veterans receive accurate infonnation and the 
departments receive valuable feedback on Clinical programs, health concerns, and 
communication efforts. 

Response: Concur. VA and DoD are working towards development and 
implementation of a comprehensive risk commurtication plan within the next six 
months and with advice and assistance from ATSDR and NIOSH. 

VA and DoD will closely coordinate the federal government’s 
comprehensive plan for disseminating clinical and epidemiological information to 
members of the affected conununity and other interested parties through the 
interagency PGVCB. The PGVCB’s CWG is currently developing fact sheets on 
Gulf War-related issues for this purpose. The CWG and Research Working 
Group (RWG) will collect information from clinical investigations, 
epidemiological studies and basic research findings for dissemination to veterans, 
health- care providers, researchers, and the general public. VA and DoD view 
these risk communication efforts as a continuous long-term process, and will 
maintain the activities necessary for accomplishing these objectives as long as the 
need exists. 

VA and DoD agree that their coordinated risk communication plan should 
engage veterans service organizations and include personnel in leadership 
positions, such as senior enlisted personnel (for active duty military) and state 
veterans service organization officials in the effort to establish an efficient 
information exchange process where veterans receive accurate information and 
the departments receive valuable feedback on clinical programs, health concerns, 
and communication efforts. VA has long recognized the importance of involving 
“stakeholders” in developing health-care programs and, along with DoD, will 
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utilize this process for designing a comprehensive risk communication plan. 

VHA will continue to use its monthly liaison meeting with veterans service 
organizations to seek their advice and guidance, and receive feedback on clinical 
programs, health concerns, and communication efforts. VSO representatives 
serving on VA’s Persian Gulf Expert Scientific Committee also serve as 
intermediaries in the information exchange process. 

In the interests of both providing Gulf War veterans with health-related 
information and receiving feedback on DoD health programs, DoD will engage 
active duty personnel, including senior enlisted personnel and officers, MCOS 
and VSOs, working with VA, in the process of information exchange within the 
next six months. ' 

Also, in response to the PAC findings, DoD established a veterans 
outreach program designed to communicate information about Gulf War veterans’ 
illnesses to veterans and local communities. The Office of the Special Assistant 
for Gulf War Illnesses communicates with MCOS and VSOs and feedback is 
received. In this marmer, the MCOS and VSOs can participate in the 
dissemination of information regarding Gulf War Illnesses and ongoing efforts in 
providing care incident investigation, research and education. At the same time, 
the MCOS and VSOs are able to communicate to the outreach section the interests 
and concerns of the veterans making up their organizations. 

One action taken by DoD was a demonstration and review of the type of 
chemical alarm and detectors used in the Gulf War. This demonstration, 
conducted on December 11,1 996 was well-received with representatives from 
nearly 20 organizations attending. Additionally, VSO workshops were conducted 
on January 30, and February 26, 1997. DoD will continue to host VSO 
workshops to stimulate a dialogue with veterans. 
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Findings and Recommendations Regarding Medical and Clinical Issues 

Finding 2-10: DoD has not been responsive to the Committee’s recommendation 
that prior to any deployment, DoD should undertake a thorough health evaluation, 
including a core set of diagnostics, of a large sample of troops to enable better post- 
deployment medical epidemiology along with timely postdeployment followup. 

Recommendation: The PGVCB and other appropriate Departments and Agencies 
should be charged to develop a protocol to implement the following recommendation 
which was made in the Committee’s Interim Report: Prior to any deployment, DoD 
should undertake a thorough health evaluation of a large sample of troops to enable 
better postdeployment medical epidemiology. Medical surveillance should be 
standardized for a core set of tests across all services, including timely 
postdeployment followup. 

Response: DoD concurs with this recommendation. Deployment medical 
surveillance programs are composed of three major components involving 
pre-deployment health screening and education, deployment operational, 
environmental, and medical surveillance, and post-deployment health 
surveillance and risk communication. 

DoD strongly E^rees with the importance of pre-deployment health 
assessment. The Department is developing a medical surveillance policy for 
deployments which specifies a uniform concept for health screening. Rather 
than targeting sample populations for assessment, the Department’s position is 
that all deploying service members of specified deployments receive pre- and 
post-deployment screening to include standardized health screening 
questionnaires with medical follow-up as clinically indicated. This policy was 
partially implemented in Bosnia and is being fully implemented for Southwest 
Asia. We expect the new medical surveillance policy to be formally adopted 
during 1997. 

VA and DoD have expertise relevant to this program area. Deployment 
medical surveillance plaiming and programs are of key importance to the 
success of future deployments and veterans health. The planning required 
overlaps the responsibilities of the CWG and RWG of the PGVCB. For these 
reasons, a fourth, newly constituted Deployment Planning Work Group will 
be formed by the PGVCB to make recommendations for appropriate action, 
coordinate interagency activities, and monitor these important programs. 


Finding 2-11: FDA is moving toward soliciting public comment on alternatives to 
the Interim Final Rule related to permitting a waiver of informed consent for use of 
unapproved products during military exigencies. The Committee remains seriously 
concerned about the amount of time-currently exceeding six years-FDA is taking to 
open the process to public comment. 
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Recommendation: FDA should solicit timely public and expert comment on any 
rule that permits waiver of informed consent for use of investigational products in 
military exigencies. Among the areas that specifically should be revisited are; 
adequacy of disclosure to service personnel; adequacy of recordkeeping; long-term 
followup of individuals who receive investigational products; review by an 
institutional review board outside of DoD; and additional procedures to enhance 
understanding, oversight, and accountability. 

Response: Concur. Since receiving the Committee’s Interim Report, the 
Food and Drug Administration (FDA) has carefully evaluated the 
Committee’s recommendations as well as other information that has come to 
its attention. FDA has engaged in discussions within the agency, with the 
DoD, and with others on this important topic. The issues that have been 
raised are complex and require extensive coordination. As a result of these 
discussions, the FDA is preparing regulations that will solicit public comment 
in line with the Committee’s report. This public comment will be directed 
toward whether the FDA should finalize the Interim Final Rule, modify it, or 
eliminate it completely. As part of that process, FDA is exploring the 
approval mechanisms that should be applied to drug and biological products 
that may be used in military or civilian exigencies. 

DoD agrees with the need for FDA to solicit timely public and expert 
comment on rules that permit waiver of informed consent for use of 
investigational products in military exigencies. DoD intends to work with 
FDA on ways to more expeditiously process such rules in order to ensure that 
we have effective countermeasures to deal with existing and new chemical and 
biological warfare threats. DoD agrees that, to the full extent feasible, there 
should be disclosure to service personnel, good record-keeping, and other 
procedures which enhance understanding, oversight and accountability. As 
one example, the long-term follow-up of individuals who receive 
investigational products such as pyridostigmine bromide (PB) will be 
enhanced by current research into the potential interaction of DEET, 
Permethrin and PB, which is being carried out at DoD laboratories as well as 
at the University of North Carolina and the University of Florida. 

Finding 2-12: DoD has not been responsive to the Committee’s recommendation 
that it should routinely inform recruits and troops, through orientation and training 
procedures, about the possible use of investigational drugs or vaccines for chemical 
and biological warfare agent proposed. DoD’s lack of response in this highly 
sensitive area contributes to the perception of many that U.S. troops were 
inappropriately subjected to investigational drugs or vaccines during the Gulf War. 

Recommendation: Given that FDA Interim Final Rule permitting a waiver of 
informed consent for use of unapproved products in a military exigency is still in 
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effect, DoD should develop enhanced orientation and training procedures to alert 
service personnel they may be required to take drugs or vaccines not fully approved 
by FDA if a conflict presents a serious threat of chemical and biological warfare. 

Response: Concur. Although medical personnel who participated in Operation 
Desert Storm were thoroughly briefed about the side effects of PB, this 
information did not, in most cases, get down to the individual service member. 
Some of the service members’ concerns could have been alleviated had they 
known that the side effects they experienced were, in fact, attributed to the known 
side effects of PB, and which in most cases would go away as the sert'ice member 
became tolerant to those effects of PB. To address this issue, all new 
procurements, as well as existing stockpiles of PB, will contain appropriate 
labeling to inform the individual service member of potential side effects and 
provide warnings for use. 

DoD already does some orientation and training for new troops on the 
chemical and biological threat and on the countermeasures which may be needed. 
More needs to be and will be done within the next twelve months. The goal of 
DoD is that every service member is fully informed during orientation and 
training of the health risks, benefits, and proper use of all medical 
countermeasures, and, that when used, such countermeasures are documented and 
maintained as a part of the individual’s health record. Given the potential for 
serious chemical and biological threats for future conflicts, both using 
countermeasures and having our service members fully informed are critical to 
effectively protecting them. Our troop information program and the new DoD 
medical surveillance policy combine to enhance soldier welfare. 

Given that FDA’s Interim Final Rule permitting a waiver of informed 
consent for use of unapproved products in a military exigency is still in effect, 
DoD will develop enhanced orientation and training procedures to alert service 
personnel they may be required to take drugs or vaccines not fully approved by 
FDA if a conflict presents a serious threat of chemical and biological warfare. 


Finding 2-13: DoD has made progress in improving medical record keeping in- 
theater and stateside, but increased and sustained commitment from DoD’s Joint 
Chiefs of Staff and Cortunanders in Chief will be necessary for current prototypes and 
plans to be fully and successfully integrated and implemented. 

Recommendation: DoD officials at the highest levels, including the Joint Chiefs of 
Staff and the Commanders in Chief, should assign a high priority to dealing with the 
problem of lost or missing medical records. A computerized central database is 
important. Specialized databases must be compatible with the central database. 
Attention should be directed toward developing a mechanism for computerizing 
medical data (including classified information, if and when it is needed) in the field. 
DoD and VA should adopt standardized record keeping to ensure continuity. 
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Response: Concur. DoD continues to actively develop an automated medical 
records system that is used during deployments and when Service members are at 
their home base health facilities. Major portions of that system are already being 
used in Bosnia. Further refinements, including the addition of an automated 
patient record and “meditag” record, are being made as quickly as is feasible. 
These new information systems will be compatible with the records systems being 
used worldwide. 

As part of a reengineering effort under a joint agreement between DoD 
and VA, the two agencies are working to ensure compatibility of DoD and VA 
systems and to facilitate the appropriate exchange of health information. VA and 
DoD jointly pursue resource sharing to promote continuity of health care between 
the two deptutments and reduce costs of services by avoiding the duplication of 
facilities, staff and equipment. To address automation sharing issues, the Chief 
Information Officer (CIO) of the Veterans Health Administration (VHA) 
established a Directorate for VA/DoD IRM (Information Resources Management) 
Sharing to provide a central point for the management of interagency agreements 
and the implementation of hardware and software to allow for non-VA workload 
in VHA’s automation environment 

A variety of mechanisms are available to promote sharing between the 
agencies. The Federal Information Resources Sharing Work Group (FIRSWG) 
meets quarterly to discuss sharing issues concerning VA, DoD, and the Indian 
Health Service (IHS). DoD's Technical Integration Work Group (TIWG) 
encourages VA's participation in their monthly meetings to share technical 
policies, philosophies, and directions. Additionally, the VA-maintained Federal 
Health Care Resources Sharing (FHCRS) Database allows the VA/DoD Sharing 
Office to manage information about the more than four thousand sharing 
agreements between VHA and DoD facilities. 

The VA/DoD IRM Sharing Directorate recently initiated the VA/DoD Data 
Exchange Project and is working with contractors to develop a national solution 
to the problem of sharing data between the two departments. The project's 
specific emphasis is on sharing laboratory data, and success in this area will 
significantly benefit VA and DoD health care providers. Inputs to this project 
include documentation and findings from related VA, DoD and commercial 
efforts. The I&I Laboratory will be used to develop and test the VA/DoD Data 
Exchange prototype. 

The Pacific Medical Network (PACMEDNET) Project (now known as the 
Theater Medical Information Infrastructure (TMII) Project) demonstrated 
successful data sharing between Composite Health Care System (CHCS) and 
Veterans Health Information Systems Technology Architecture (VISTA) during 
the Cobra Gold exercises in Thailand in May 1996. The focus of the project is the 
use of a Transportable Computer-Based Patient Record (TCPR) to provide a 
comprehensive view of a patient’s care history gathered from all medical 
facilities, DoD and VA, where a patient has received care. Following the success 
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of the Cobra Gold demonstration, the TMII Project was expanded to include 
facilities outside the Pacific geographical area. 

The CWG of the PGVCB will actively encourage and monitor these 
interagency medical information systems efforts. 

Recommendation; The PGVCB and other appropriate Departments and Agencies 
should be charged to develop a protocol to implement the following recommendation, 
which is made in the Committee’s Interim Report. Prior to any deployment, DoD 
should undertake a thorough health evaluation of a large sample of troops to enable 
better post-deployment medical epidemiology. Medical surveillance should be 
standardized for a core set of tests across all services, including timely post- 
deployment follow-up. 

Response; Concur. As stated previously, DoD strongly agrees with the 
importance of pre- and post-deployment health assessment. The Department is 
developing a medical surveillance policy for deployments which specifies a 
uniform concept for health screening. Rather than targeting sample populations 
for assessment, the Department’s position is that all deploying service members of 
specified deployments receive pre- and post-deployment screening to include 
standardized health screening questionnaires with medical follow-up as clinically 
indicated. This policy was partially implemented in Bosnia and is being fully 
implemented for Southwest Asia. Interim and final recommendations regarding 
deployment surveillance have been taken seriously by the PGVCB. DoD expects 
the new medical surveillance policy to be formally adopted during 1997. The 
newly established Deployment Surveillance Work Group will foster this activity. 


Finding 2-14: Clinical staff not directly involved in VA’s Registry and DoD’s CCEP 
are not well informed about the programs. 

Recommendation: VA and DoD should, in their educational outreach programs, 
specifically target staff members not directly involved in the care of Gulf War 
veterans. 

Recommendation: DoD and VA should include timely updates on the CCEP or 
Persian Gulf Health Registry, respectively, in their Continuing Medical Education 
programs. 

Recommendation: VA and DoD should regularly brief their staffs on the Gulf War 
research portfolio and on the results of research studies as they become available. 

Response: Concur. VA and DoD recognize that Gulf War-related continuing 
medical education (CME) is an important component of assuring quality health 
care for Persian Gulf veterans and their families. Within the next twelve months. 
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VA and DoD will coordinate their departmental CME programs through the 
activities of the CWG. 

VA has used a multifaceted approach to continuing medical education 
combining quarterly mailings of up-to-date scientific and clinical information, 
interactive conference calls, national satellite video-teleconferences, and on-site 
CME annual conferences. Future programs will continue to incorporate updates 
of clinical case series (Registry and CCEP) information, clinical findings in 
Coalition Forces, research developments and VA program updates. 

In order to better address the needs of non-Persian Gulf Registry health 
care providers, VA has developed a print material CME self-study program which 
is scheduled for publication in the Spring of 1997. Copies of these materials will 
be made available to non-VA health care providers on request. 

DoD has already begun to develop an information distribution plan 
concerning Gulf War veterans’ illnesses through the three Service Surgeons 
General for health care providers within the Military Health Services System. 

DoD and VA will work together to expand the distribution of clinical and research 
information regarding Persian Gulf illnesses to all of their respective clinical staff 
through timely updates and CME programs. 

Recommendation: VA and DoD should regularly review staffing needs, particularly 
in mental health, and increase recruitment and retention of adequate numbers of 
medical professionals to satisfy patient needs. Staffing reviews should consider that, 
despite increased medical surveillance and better preventive measures, future 
deployments also will generate a significant number of veterans who will need care 
for illnesses that are difficult to diagnose. 

Response: Concur. DoD is reviewing the clinical staffing needs required to 
satisfy Gulf War veterans’ health needs, including mental health, and ensuring 
that those staffing needs are met. With respect to future deployments, the 
Department has in place its CCEP, including support to all military treatment 
facilities, to assist with the evaluation and care of illnesses that may result from 
those deployments and are difficult to diagnose. 

VHA’s Prescription for Change made quality care, customer satisfaction 
and timely access to health-care services for eligible veterans a primary goal. 
Staffing requirements will be adjusted to meet these goals and reach the minimum 
performance measures set for primary care and consultations at VA Medical 
Centers. An established annual reporting of these performance measures will 
accomplish the “regular review" of staffing needs recommended by the 
Committee. VA and DoD have programs in place to deal with the expected 
number of difficult-to-diagnose illnesses resulting fiom future deployments. 

The Departments are committed to provide quality health care and will 
take the Committee’s staffing recommendation seriously. 
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Finding 2-15: Follow-up treatment, particularly when mental health visits are 
involved, is problematic within both VA and DoD. Staffing constraints occasion long 
delays in scheduling appointments. Commanders are sometimes resistant to making 
sufficient time off available for active duty veteran to maintain an adequate treatment 
program. 

Recommendation; Since 1986, U.S. service members with certain chronic illnesses, 
e.g., asthma and diabetes, have been allowed to remain on active duty when regular 
medical monitoring is necessary. Veterans of the Gulf War with chronic illnesses are 
no different. Troop commanders should be reminded that adequate time off for 
follow-up medical appointments is a necessity and a priority. 

Response: Concur. DoD will, within the next three months, develop an 
information distribution plan for Commanders concerning Gulf War veterans’ 
illnesses. The Department will ensure that troop commanders are 
knowledgeable about the health needs of Gulf War veterans and are supportive 
when follow-up medical appointments are needed for Gulf War veterans with 
chronic illnesses. 


Finding 2-16: Reproductive health care benefits available to active duty service 
members and their families through the Military Health Services System are 
comprehensive and the standard of care. 

Finding 2-17: Reproductive health concerns are addressed on a case-by-case basis 
within DoD, and VA has extremely limited authority to treat such concerns at all. 
Neither DoD nor VA have widespread or systematic policies in place to address the 
concerns and questions of Gulf War veterans concerning reproductive health. 

Recommendation: The government diould conduct a thorough review of its policies 
concerning reproductive health and continue to seek statutory authority to treat 
veterans and their families for service-connected problems. When indicated, genetic 
counseling should be provided—either via VA treatment facilities or referral—to assist 
veterans and their families who have reproductive concerns stemming from military 
service. 


Response: Concur. DoD provides reproductive health care for its service 
members and their families, and has made reproductive health concerns a 
higher priority for all beneficiaries in their reproductive years. Currently, the 
Department is putting into place performance matrices to better assess 
reproductive health outcomes and the associated health care and to assist in 
the overall management of that care. Special efforts are being made for Gulf 
War veterans in the areas of evaluation and care and epidemiological and 
other research. 


17 



630 


VHA is conducting a review of reproductive health services offered to 
eligible veterans as part of its Eligibility Reform activities. Reproductive 
health services for Persian Gulf veterans will receive serious consideration as 
part of this program review. 


Finding 2-18: DoD and VA have implemented itmovative programs to help veterans 
cope with combat-related stress. 

Recommendation: The government should continue and intensify its efforts to 
develop stress reduction programs for all troops, with special emphasis on deployed 
troops. 


Response; Concur. DoD is currently writing a Directive which addresses the 
recognition and management of combat stress. When this policy directive is 
published, the Services will be expected to publish implementation 
instructions within 120 days. These instructions will focus on stress reduction 
programs, particularly for deployed troops. Meanwhile, special combat stress 
coping units have deployed to Bosnia and conduct critical incident stress 
debriefings for catastrophic incidents that occur in the Services. 

VA, DoD and DHHS will work together through the PGVCB CWG to 
monitor and enhance the Departmental programs. 

Recommendation; Since leadership and unit cohesion are so important in managing 
stress, DoD should specifically involve senior commanders and senior 
noncommissioned officers in stress management programs. 

Response: Concur. DoD, through the forthcoming Directive on Combat 
Stress (discussed above), will set the policy to have senior commanders and non- 
commissioned officers involved in stress management programs. 
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Findings and Recommendations Regarding Research 

Finding 2-19; DoD and VA have not taken serious steps to encourage their principal 
investigators to convene and use public advisory committees for its Gulf War 
veteran’s epidemiologic health research. 

Recommendation: The RWG of the PGVCB should require that any proposals for 
new, large-scale Gulf War veterans’ epidemiologic health research describe a plan to 
incorporate a public advisory committee into the study design, dissemination of 
results, or both. The RWG should consider justifying a waiver of such a committee 
under rare circumstances. 

Response: Concur. Principal Investigators (Pis) conducting large epidemiologic 
studies have been encouraged to establish Public Advisory Committees. Future 
Requests for Proposals will require Pis to incorporate Public Advisory 
Committees into the study design and results dissemination phases of the 
research. 

The RWG of the PGVCB agrees with the Committee recommendation that 
any proposals for new, large-scale Gulf War veterans’ epidemiological studies of 
Persian Gulf veterans incorporate a Public Advisory Committee. In the December 
19, 1996 teleconference of the RWG, the members unanimously agreed to make 
funding of future large-scale epidemiological studies contingent on the 
appointment of a public advisory committee. The RWG has also recommended 
that ongoing epidemiological studies institute Public Advisory Committees. This 
recommendation has been transmitted to the relevant Pis. 


Finding 2-20: DoD’s Persian Gulf Registry of Unit Locations lacks the precision and 
detail necessary to be an effective tool for the investigation of exposure incidents. 

The effort has been no more successful than the effort to compile similar information 
following the Vietnam War to examine possible exposures to Agent Orange. 

Recommendation: The government should develop more accurate methods of 
recording troop locations to facilitate post-conflict health research in the future. DoD 
should make full use of global positioning technologies. 

Response: Concur. The PAC is correct in pointing out that the Persian Gulf 
Registry of Unit Locations database lacks the precision to serve eis the basis 
for determining individual locations for investigation of exposure incidents. 
Individuals do not remain with their units throughout a conflict but rather 
deploy in small groupings or as individuals. Combat, Combat Service and 
Combat Service Support soldiers frequently are called upon to cross march or 
work in small teams on a temporary basis to satisfy mission requirements, e.g. 
fuel handlers regularly make 50 kilometer round trips to refuel front line units. 
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Individual and team movements are too numerous to track in detail in unit 
level daily journals. Although it cannot be considered to be a singularly 
authoritative source of information, the Joint Services Environmental /support 
group database does provide decision makers with a valuable tool for the 
investigation of unit movements in the gulf War. It should not and can not be 
used as the exclusive source for investigation of exposure incidents. The 
recommendation that DoD make full use of global positioning technologies is 
sound and this technology is being tested and incorporated throughout the 
Services. The efficacy of global positioning technologies to track individual 
and unit situational awareness will be demonstrated by the Army and other 
Services during the March 1997 Task Force XXI Advanced Warfighfing 
Exercise at the National Training Center, Fort Irwin, California. 

Finding 2-21: Overall, the government’s current research portfolio on Gulf War 
veteran’s illnesses is appropriately weighted toward epidemiologic studies and studies 
on stress-related disorders that are more likely to improve our understanding of Gulf 
War veterans’ illnesses. For the most part, the government prioritization process has 
worked. 

Finding 2-22: Research on Gulf War veteran’s illnesses is treated, appropriately, as a 
subset of the government’s broader research portfolio on the health consequences of 
military service. Any new research should be directed toward the principal 
uncertainties, which are: long-term health effects from stress; long-term health 
effects from low-level exposure to chemical weapons; long-term health effects from 
exposure to known carcinogenic and mutagenic compounds, such as mustard agent; 
and long-term health effects of interactions between pyridostigmine bromide and 
other agents. 

Finding 2-23: Stress is not well understood in terms of diagnoses, physiological 
sequelae, and effective prevention and treatment strategies; yet it is likely to be an 
important contributing factor to illnesses currently reported by Gulf War veterans. 
Additional attention to basic and applied research on stress-related disorders across 
the entire federally funded biomedical research portfolio would benefit DoD’s and 
VA’s capabilities to manage combat stress and its effects. 

Recommendation: The government should plan for further research on possible 
long-term health effects of low-level exposure to organophosphorus agents such as 
sarin, soman, or various pesticides, based on studies of groups with well-characterized 
exposures, including: a) cases of U.S. workers exposed to organophosphorus 
pesticides; and b) civilians exposed to the chemical warfare agent sarin during the 
1994 and 1995 terrorist attacks in Japan. Additional work should include followup 
and evaluation of an appropriate subset of any U.S. service personnel who are 
presumed to be exposed during the Gulf War. 
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The government should begin by consulting with appropriate experts, both 
governmental and nongovernmental, on organophosphorus nerve agent effects. 

Studies of human populations with well-characterized exposures will be much more 
revealing than studies based on animal models, which should be given lower priority. 

Response: Concur. The recommendation for more research on low-level 
exposure to organophosphorus agents is fully supported by the PGVCB. In 
December 1996, the RWG has released the 1996 revision of .4 Working Plan for 
Research on Persian Gulf Veterans ' Illnesses (Working Plan) first published in 
1995. The RWG developed the revision as a part of its ongoing commitment to 
continually reevaluate the research needs for Persian Gulf veterans’ illnesses. In 
the 1996 Working Plan, the RWG developed focused research recommendations 
based on the current state of information and understanding regarding the nature 
and potential causes of Persian Gulf veterans’ illnesses. Near-term 
recommendations for additional research include: 

• Follow-up of the mortality experience of Persian Gulf veterans, 
encompassing cause-specific mortality, at appropriate future time-points; 

• More longitudinal follow-up studies of the health of Persian Gulf veterans, 
including those with illnesses that are difficult to diagnose; 

• Critical peer-review of models used to predict exposure concentrations of 
environmental pollution (such as the Kuwait oil well fires) and chemical 
warfare agents (such as the demolition of weapons storage sites at 
Khamisiyah in March 1991 and aerial bombing of chemical weapons 
facilities during the air war); 

• Assessment of the potential for clinical investigations of the health status 
of the service members in the vicinity of Khamisiyah when weapons 
bunker 73 and the storage pit were detonated in March 1991. If deemed 
possible, such clinical investigations should be carried out; 

• Additional research on health-related issues arising from the Persian Gulf 
experience but with potential for more general applicability to future 
conflicts is also recommended, including: 

0 Investigation of the risk factors for the development of stress-related 
disorders including, but not limited to, post-traumatic stress disorder 
(PTSD); 

0 Exploration of the development of practical, sensitive, and specific 
biomarkers of exposure to chemical agents, including organophosphate 
nerve agents and vesicants such as sulfur mustard; 

0 Toxicological and, where feasible, epidemiological research on the 
potential for long-term health effects resulting from low-level, sub- 
clinical exposures to chemical agents, particularly organophosphate 
agents such as sarin; 

0 Development of a strategic plan for research into the potential long- 
term health consequences of exposure to low-levels of chemical 
warfare agents; and, 
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0 If a simple, sensitive and specific, as well as economic, test for L. 
tropica infection becomes available, seroepidemiologic studies may be 
undertaken in Persian Gulf veterans. Indeed, when feasible and 
practical, sera of veterans should be stored in expectation of the 
possibility for such studies. Despite the declining importance of L. 
tropica as a risk factor in Persian Gulf veterans, continued research on 
tests for L. tropica infection is valuable for potential future 
deployments. 

In addition to a study of the feasibility of conducting epidemiological 
investigations of the health of veterans present at Khamisiyah in March 1991, the 
RWG is explicitly recommending more research on the potential toxic effects of 
low-level chemical warfare agents. A Broad Agency Announcement from DoD in 
December 1996 solicits applications to conduct the aforementioned feasibility 
study, and it solicits applications for toxicological research on the toxic effects of 
low-level chemical warfare agent exposure. DoD is asking the scientific 
community to help us determine what mix of human population and animal model 
studies will provide the best understanding of this complex issue. The RWG 
agrees that population studies of low-level chemical weapons exposure should 
consider a variety of exposed populations including U.S. pesticide workers, 
civilians exposed to sarin in Japan during terrorist attacks in 1994 and 1995, as 
well as appropriate subsets of Persian Gulf veterans who may have been exposed 
during the Persian Gulf War. Investigators with the VA are collaborating with 
Japanese scientists on studies of the health of victims of the Tokyo subway 
incident in 1995. 

The RWG also agrees that it should broaden its expertise base for 
consultations on the health effects of nerve agents. As part of an effort to do this, 
the RWG sponsored a Symposium on the Health Effects of Low-Level Exposure 
to Chemical Warfare Nerve Agents as a part of the Annual Meeting of the 
prestigious Society of Toxicology held on March 7 and 8, 1997. In the coming 
months the RWG will be developing a comprehensive research strategy for 
studies of the toxic effects of low-level exposures to chemical warfare agents. 

This strategy will be developed using input from appropriate government and 
non-government experts. 

Recommendation: Since a number of Gulf War risk factors are potential human 
carcinogens that could result in increased rates of cancer beginning decades after 
exposure, VA should continue to monitor Gulf War veterans through its ongoing 
mortality study for increased rates of lung, liver, and other cancers. 

Response: Concur. VA’s Environmental Epidemiology Service is studying 
mortality rates and cause-specific mortality among Gulf War veterans through 
December 1995. VA plans to support periodic updates and long-term mortality 
studies on deployed and non-deployed Gulf era veterans. 
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Recommendation: Depleted uranium munitions are likely to be used in future 
conflicts involving U.S. service personnel. To fully elucidate the health effects of 
depleted uranium munitions, VA should conduct research that compares the health 
status of individuals with embedded fragments of DU shrapnel with appropriate 
control groups. 

Response: Concur. The depleted uranium health surveillance program is 
located at the Baltimore VAMC. VA recognizes the importance of research 
and health surveillance activities which will improve our knowledge of the 
potential health effects of human exposure to depleted uranium. VA is 
committed to long-term monitoring of the health of the Army veterans with 
retained depleted uranium fragments. Furthermore, theRWGofthePGVCB 
will monitor and foster the research which is ongoing within the U.S. Army 
and VA. 

Recommendation: The government should continue to collect and archive serum 
samples for U.S. service personnel when feasible. 

Response: Concur. Currently, DoD is finalizing a medical surveillance policy 
which will require serum collection for specified deployments. This policy 
will be in place during 1997. The RWG recommends that when feasible, all 
research studies should collect and archive serum samples. 


Finding 2-24: The efforts of the PGVCB’s RWG would benefit from the active 
participation of additional representatives from other federal agencies with relevant 
expertise, such as the National Institutes of Health and the Agency for Toxic 
Substances and Disease Registry. 

Recommendation: The RWG should more thoroughly consult with other federal 
agencies with relevant expertise-such as the National Institutes of Health (NIH) 
(particularly the National Institute of Environmental Health Sciences) and the Agency 
for Toxic Substances and Disease Registry— on basic, clinical, and epidemiologic 
research and on risk communication. 

Response: Concur. The PGVCB will work with the other members of the RWG 
to obtain the active participation of appropriate expert representatives from NIH 
and ATSDR as well as experts from other agencies within the next three months. 
The RWG's current membership includes the following Departments and 
Agencies: 

Department of Veterans Affairs 

Office of Research and Development 
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Office of Public Health and Environmental Hazards 
Department of Defense 

Office of the Assistant Secretary for Health Affairs 
Office of Defense Research and Engineering 

Division of Environmental and Life Sciences 

Department of Health and Human Services 
Office of Public Health and Science 
Centers for Disease Control and Prevention 

Agency for Toxic Substances and Disease Registry 
National Institutes of Health 

National Institute of Environmental Health Sciences 

Environmental Protection Agency 

National Center for Environmental Assessment 

These members will be supplemented by a broader membership with the 
expertise from a wider range of government agencies. 


Finding 2-25: VA’s November 1996 establishment of a new Environmental 
Hazards Center focused on reproductive health and developmental outcomes from 
environmental exposures is an important step forward in developing policies for the 
treatment of veterans and addressing their concerns. 

Response: Concur. With the increasing number of women veterans, VA 
recognizes the growing need to understand the potential consequences of military 
service on reproductive health and outcomes in both men and women. VA 
research historically has not focused on these areas. However, in the Spring of 
1996, VA issued a solicitation for a fourth Environmental Hazards Research 
Center focusing on potential reproductive and developmental outcomes associated 
with toxic exposures during military service. After a comprehensive and 
competitive scientific peer review, VA announced in November 1996 the award 
of this new Environmental Hazards Research Center to the Louisville, VA 
Medical Center in collaboration with the University of Louisville. The new 
Center is an important step to enhance VA’s research efforts in these important 
research areas. 
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Findings and Recommendafions Regarding Chemical and Biological Weapons 

Finding 2-26: In the face of credible evidence of the presence or release of chemical 
warfare agents, low-level exposure of U.S. personnel at the affected site must be 
presumed while efforts to develop more precise measures of exposure continue. 

Finding 2-27: The evidence of chemical warfare agent release at Khamisiyah is 
overwhelming, and low-level exposure to troops within a 50 kilometer radius should 
be presumed while efforts to develop more precise measures of exposure and more 
detailed knowledge of the demolition activities continue. 

Recommendation: All U.S. service personnel assigned to units near the Khamisiyah 
demolition activity should be notified and encouraged to enroll in VA’s Persian Gulf 
Health Registry or DoD’s Comprehensive Clinical Evaluation Program. In 
determining the extent of possible chemical warfare agent exposure at Khamisiyah 
and any other sites that future investigations uncover, the government should use the 
best theoretical and practical assessment tools available. The Committee recognizes 
the large number of variables that can affect the outcome of any determination, but 
identifies the following as essential principles; 

• Where objective, unrebutted evidence suggests the release of chemical 
warfare agents in the vicinity of U.S. troops, every effort should be made to 
identify the source of the agent and to model the downwind footprint of the 
potential distribution of agent at the general population exposure level (or 
lower threshold, if appropriate); 

• When a downwind footprint is established, a conservative, presumptive- 
exposure area should be defined that reflects the uncertainties of the 
modeling effort. The presumptive-exposure area should, at a minimum, 
include all sites within a circle that has a radius equal to the length of the 
downwind footprint; and 

• Troops within the presumptive-exposure area should be notified and 
encouraged to enroll in the CCEP or Registry. 

Response: Concur, DoD initiated a notification program in August 1996 for all 
service members assigned to units thought to have participated in the operation at 
Khamisiyah. The total number of individuals assigned to these units, and 
therefore included in this notification program, totaled 1,168. This telephone 
outreach program informed service members assigned to these selected units of 
the incident and of the medical evaluation programs available to them through VA 
and DoD. 

During this period, the Central Intelligence Agency (CIA) attempted to 
model the conditions at Khamisiyah in order to estimate the dispersion of any 
chemical agents. Preliminary information from the model indicated exposures 
which could produce immediate health effects, may have occurred as far as 25 km 
from Khamisiyah on the date of the “pit” demolition, March 10, 1991. To cover 
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the dates surrounding the bunker and “pit” demolitions and to build a larger 
margin for error, the notification program expanded to include service members 
attached to any unit within a 50 kilometer radius of Khamisiyah at any time on or 
between the dates of March 1-15, 1991. These parameters were considered 
conservative enough to absorb any possible variation in the geographic and 
temporal distribution of chemical agents modeled by the CIA. This action 
increased the number of veterans to be notified to 20,867. A letter was mailed 
notifying the involved individuals of the incident and encouraging them to 
participate in the medical evaluation programs available to them through the VA 
or DoD. In addition, a survey to gather information to better understand the 
events surrounding the Khamisiyah demolition and Gulf War illnesses has been 
mailed to all affected individuals. 

In order to better understand ruiy relationship between the demolitions, 
potential exposure and subsequent illness, DoD and VA are sponsoring 
epidemiological studies and funding research. 

For any other sites that may be identified in the future and for any other 
service members who may have been exposed, similar steps will be taken with 
respect to notification, evaluation, care and research. 


Finding 2-28: Other site-specific exposures of U.S. Troops to low levels of chemical 
warfare agents cannot be ruled out. A theater-wide time/distance analysis is 
insufficient to address positive detections by Fox reconnaissance vehicles and M256 
kits. 

Recommendation: All reports of positive M256 kits and Fox detections must be 
thoroughly investigated. Where unit logs record positive detections by either type of 
equipment, members of that unit should be notified and encouraged to enroll in VA’s 
Persian Gulf Health Registry or DoD’s Comprehensive Clinical Evaluation Program. 

Response: Concur. All confirmed positive detections that meet the standard 
of Recommendation 2-27 will be thoroughly investigated. DoD will examine 
records to encourage all veterans of units in the vicinity of these detections to 
eiuoll in the VA’s Persian Gulf Health Registry or DoD’s Comprehensive 
Clinical Evaluation program as was done for the Khamisiyah incident. The 
current list of possible detections should not be taken as definitive. DoD 
intends to apply the PAC’s standard stated in Recommendation 2-27 and 
adopt a conservative and cautious approach with regard to possible detections. 
DoD’s improved veterans outreach program may uncover additional 
information of possible detections. Each reported detection will be 
investigated. In order to better understand any relationship between the 
demolitions, potential exposure and subsequent illness, DoD and VA will 
sponsor appropriate epidemiological studies and research. 
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DoD’s Office of the Special Assistant has established a new case- 
management structure to ensure a thorough and complete investigation of all 
events surrounding a case. Reported detections are only one piece in the 
analytical process surrounding a particular incident. 

The PGVCB will incorporate this knowledge into its activities including 
clinical care, research and risk communication. 


Finding 2-29: DoD has conducted a superficial investigation of possible chemical 
warfare agent exposures, that is unlikely to provide credible answers to veterans’ 
questions. 

Recommendation: To ensure credibility and thoroughness, further investigation of 
possible chemical or biological warfare agent exposures during the Gulf War should 
be conducted by a group independent of DoD. Openness in oversight activities — 
including public access to information and veteran participation —public notice of 
meetings, opportunity for public comment, and regular reporting are essential. Full 
public accountability is critical. 

Response: Concur in part. Consistent with the principle of independent 
oversight, on January 30, 1997, the President signed Executive Order 13034 
extending the Presidential Advisory Committee on Gulf War Veterans’ 
Illnesses. The Executive Order directed the Committee to provide “oversight 
of the ongoing investigation being conducted by the Department of Defense 
with the assistance, as appropriate, of other executive departments and 
agencies, into possible chemical or biological warfare agent exposure during 
the Gulf War.” The Committee was also assigned the role of evaluating the 
Federal government’s plan for and progress towards the implementation of all 
of the Committee’s recommendations set forth in its Final Report. Finally, the 
Executive Order established two milestones for the Committee with respect to 
providing advice and recommendations related to its two principal roles: an 
interim status report by April 30, 1997; and a final supplemental report by 
October 31,1 997. 

DoD is fully committed to a comprehensive and credible investigation of 
Gulf War veterans’ illnesses, £md has pledged a thorough investigation and 
will share the results of that investigation with our veterans and the American 
people. DoD is committed to ensuring a successful resolution of this issue for 
those Gulf veterans who served as well as those who will serve in future 
operations. DoD is morally obligated to provide our veterans an explanation 
that maintains the confidence of the force and the support of parents whose 
sons and daughters wear the uniform of our country. The expertise and 
knowledge to investigate, analyze and to understand what happened resides in 
the Pentagon. 
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DoD welcomes oversight and is committed to openness, communication 
and truthfulness. As indicated, the Office of the Special Assistant has an 
office for a PAC representative within our complex and will make available, 
as necessary, space for other oversight activities. 

< i immittee Findings and Recommendations Regarding Coordination 

Finding 2-30: Many issues related to post-conflict health concerns of Gulf War 
veterans are common to the aftermath of other military engagements. Governmental 
responsibility to address such concerns spans the missions of several federal 
departments and agencies, but it is a priority for no agency. Resolving these issues in 
a timely and effective manner requires interagency coordination at the highest levels 
of government. 

Recommendation: A Presidential Review Directive (PRD) should be issued to 
instruct the National Science and Technology Council to develop an interagency plan 
to address health preparedness for and readjustment of veterans and families after 
future conflicts and peacekeeping missions. The President’s Committee of Advisors 
on Science and Technology and other nongovernmental experts, as appropriate, 
should be asked to review the plan 12 months after the PRD is issued and again at 1 8 
months to ensure national expertise is brought to bear on these issues. 

Response: Concur. VA, DoD and DHHS support a Presidential Review 
Directive (PRD) process to address the many post-deployment health concerns 
highlighted by the Gulf War experience including the conduct of relevant 
research efforts. A draft PRD, entitled “Development of Interagency Plans to 
Address Health Preparedness for and Readjustment of Veterans and their 
Families After Future Deployments,” has been drafted by the Office of 
Science and Technology Policy in the White House. That draft is currently 
circulating for final interagency clearance; it is anticipated that the clearance 
process will be completed by the end of March 1997. 

Once the directive responding to the PAC’s recommendation is approved, 
the relevant agencies will be asked to review policies and programs rmd 
identify relevant actions that may be taken by the Federal government to better 
safeguard those individuals who risk their lives and well-being on 
deployments to defend our Nation’s interests. The PRD will be specifically 
addressed to the following officials: the Vice President; the Secretaries of 
Defense, Health and Human Services, and Veterans Affairs; the Director of 
the Office of management and Budget; the Assistant to the President for 
National Security; and the Assistant to the President for Science and 
Technology. If the PRD process within a given agency generates 
recommendations to support higher priority budgets, programs or policies, 
then the responsible official must include in the agency report a specific 
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strategy on how these recommendations can be accommodated within and 
among the balance of the agency’s budget priorities. 

All of the agency-specific inputs with respect to the issues identified by the 
PAC will be integrated into a comprehensive report by the National Sciences 
and Technology Council (NSTC) within one year after the issuance of the 
PRD. The President’s Committee of Advisors on Science and Technology 
(PCAST) will provide input for the report review process, then take 
cognizance of the report for final review and approval. 
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CHAPTER 3: NAHJRT 01- (iULF WAR VEITRAN'S ITLNTSSHS 


Finding 3-1 : Gulf War veterans have experienced no excess mortality from natural 
causes during or after the war. Gulf War veterans have experienced excess mortality 
i rom external causes such as injuries, which is consistent with the experience of 
\ cteran populations from previous conflicts. 

Recommendation: Research on possible causes and methods of prevention of excess 
mortality from external causes among veterans should receive high priority. 

Response: Concur. Long-term mortality follow-up studies concerning 
external causes are important to determine the cause of excess rates among 
deployed troops compared to other troops. As a result, DoD and DHHS will 
collaborate with VA investigators to conduct these long-term mortality studies 
with the goal to identify risk factors and develop appropriate interventions. 

The mortality study carried out by VA’s Environmental Epidemiology 
Service found that Gulf War veterans experienced a small, but significant 
increased death rate as compared to non-deployed Gulf era veterans. 

However, this increased risk was almost entirely accounted for on the basis of 
external causes, such as automobile accidents. There was no difference in 
death rates due to medical conditions and Gulf War and non-deployed Gulf 
era veterans had almost half the mortality rate of the general U.S. population. 

This increased risk of accidental death was also seen in Vietnam veterans. 
VA’s Environmental Epidemiology Service has already begun a feasibility 
study of mortality due to external causes. In addition, VA’s Environmental 
Epidemiology Service is completing an extension of the mortality study 
results through December 1995. PGVCB made research in this area a priority 
in its recently published 1996 update of the Working Plan and is committed to 
continuing this work. 


Finding 3-2: Information from the clinical programs indicates musculoskeletal 
conditions and ill-defined conditions are common components of Gulf War veterans’ 
illnesses. 

Recommendation: Research on Gulf War veterans’ illnesses should emphasize 
investigating the causes and methods of prevention and treatment of musculoskeletal 
conditions. 

Response: Concur. Musculoskeletal disorders have been an important source of 
morbidity in all veteran populations, including the Persian Gulf War. As a part of 
their broader research agendas, both VA and DoD have significant resources 
devoted to musculoskeletal disorder research. 
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The PGVCB agrees that research on causes and methods of prevention and 
treatment of musculoskeletal conditions is an important area for investigation. In 
funding future research, VA and DoD will look for opportunities that would 
increase understanding of causes, prevention and treatment of these health 
problems. 


Finding 3-3: Data from the clinical programs and epidemiologic studies indicate 
stress-related disorders are common components of Gulf War veterans’ illnesses. 

Recommendation: Research on Gulf War veterans’ illnesses should emphasize 
investigating the causes and the methods of prevention and treatment of stress-related 
disorders. 

Response: Concur. Traumatic and non-traumatic stress-related disorders 
may be an important contributing factor to Gulf War veterans’ illnesses. 
Research will be solicited which investigates the possible association of 
traumatic and non-traumatic stress and Gulf War veterans’ illnesses. We 
agree that research on causes and methods of prevention and treatment of 
stress-related disorders is an important area for investigation. In funding 
future research, the government will look for opportunities which would 
increase understanding of causes, prevention and treatment of these health 
problems. 


Finding 3-5: Stigmatization of psychosomatic illness seriously interferes with some 
veterans seeking care. 

Recommendation: Since the stigmatization of mental illness continues to be a 
problem for society at large, DHHS should place a priority on developing public 
education outreach programs that note the indissoluble association between the mind 
and the body. DoD and VA should msdce a special effort to address and target such 
needed educational outreach to their communities. 

Response: Concur. DHHS believes that there unfortunately continues to be 
societal-wide stigmatization of those with mental illnesses. DHHS, principally 
through the National Institute of Mental Health and the Substance Abuse and 
Mental Health Services Administration, has been working diligently for 
several decades to improve the awareness of all Americans about the nature of 
mental health. Significant strides have been made since 1990 when DHHS 
launched its “Decade of the Brain” theme, providing a focus not only on 
neuroscience, but on improving public awareness and understanding of a 
broad range of diseases, including psychosomatic and stress induced 
conditions. Much of the integrative efforts of the program are directed toward 
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making precisely the mind-body linkage recommended in the Committee’s 
report. 

To heighten awareness of the nature of mental health, improve the public’s 
understanding of these illnesses, and bring focus to the legitimacy and 
treatability of psychological conditions, DHHS has taken the initial steps to 
commission a Surgeon General’s Report on Mental Health. DHHS believes 
that this report, along with its ongoing educational efforts, will positively 
impact how society approaches issues of mental health and stress-associated 
problems. DHHS is fully supportive of the Committee’s recommendation. 

DoD concurs with this recommendation and sees the release of the DoD 
Directive on combat stress in 1997 as a landmark directive, the first that the 
Department will have published on combat stress. The integration of 
psychological assessment into the overall physical assessment for pre- 
deployment examinations should help to destigmatize the psychophysiologic 
processes. In addition, a Directive on Mental Health Assessment should help 
to further destigmatize the use of mental health services. The publication of 
these directives will be further enhanced by educational outreach efforts 
suggested above. 

VA, DoD, and DHHS will incorporate this issue into the 1997 
comprehensive risk communication plan. 


Finding 3-4: Among the subset of the Gulf War veteran population examined in the 
ongoing clinical and research programs, many veterans have illnesses likely to be 
connected to their service in the Gulf. Currently, the extent of service-connected 
illness in the population is unknown. 


Finding 3-6: It is unlikely that exposures in the Gulf War theater are responsible for 
the birth defects of children bom to veterans. 


Finding 3-7: VA’s examination program for spouses and children of Gulf War 
veil rans has little or no value as a research program and offers no incentive for 
par icipation, thus raising expectations about the government’s ability to respond to 
heii'ih care needs in veterans and their families that are impossible to meet. 

Rei •immendation: Since Congress has extended VA’s examination program for 
spii ises and children of Gulf War veterans, VA should formulate what it intends to do 
wii the results and consider mechanisms to reimburse travel and other costs. 

Response: Concur in part. Section 107 of PL 103-446 did not grant VA general 
luthority to treat or provide medical care to the spouses and children of Persian 
'■ulf veterans. In addition the study conducted under this section can only render 
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data of limited scientific value, because of the inherent limitations of the required 
study design. More specifically, under section 107 of Public Law 103-446, VA 
medical evaluations can be offered to any individual who: 

• is the spouse or child of a veteran, who (a) is listed in the Persian Gulf War 
Veterans Registry established under Public Law 102-585, and (b) is suffering 
from an illness or disorder; 

• is suffering from, or may have suffered fi-om, an illness or disorder (including 
a birth defect, miscarriage, or stillbirth) which cannot be dissociated from the 
veteran’s service in the Southwest Asia theater of operations; and 

• has granted VA permission to include in the Registry relevant medical data 
from the evaluation. 

Given the limited authority provided by this law, VA established a program that 
provides standardized medical evaluations and establishes a Registry database for 
health surveillance. The Department plans to analyze this database in a manner 
comparable to the VA Persian Gulf Registry database and the DoD CCEP 
database. This analysis will maximize our ability to compare the examination 
results of PGW veterans’ spouses and children with the existing VA and DoD 
Persian Gulf health registries. 

In the absence of authority to reimburse travel costs for participants in this 
program, VA is exploring means to reduce this burden and increase access to the 
program. In January 1 997, VA increased the participating examination centers to 
33 sites nationwide and is encouraging VHA Network Directors to add additional 
sites. 

It should also be noted that VA’s National Persian Gulf Veterans Health 
Survey is studying the health status of Persian Gulf veterans, their spouses and 
children, and VA will be providing physical examinations of veterans and family 
members during Phase III of this study. This randomized, controlled study will 
allow VA to assess the health status of Persian Gulf veterans and their families in 
a scientifically valid manner. 

Finding 3-8: The absence of baseline data regarding the reproductive history and 
health of military personnel makes determinations of the effects of exposures during 
deployments more complex and difficult. 

Recommendation: The government should consider methods for routinely sampling 
military populations regarding reproductive health so that an appropriate baseline 
exists for evaluating reproductive outcomes following deployment. In particular, 

DoD should consult with the National Center for Health Statistics and strongly 
consider implementing its National Survey of Family Growth and related 
methodologies for collecting data. 

Response: DoD agrees and is considering several options to establish appropriate 
reproductive outcome baseline data including survey instruments, adverse birth 
outcomes registries and other reproductive outcomes surveillance systems. As 
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part of these deliberations over the next twelve months, DoD will be consulting 
with a number of outside organizations, including the National Center for Health 
Stai sties. 
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CHAPlliR 4; SCll^N'l ll-IC ANALYSIS OL CIULl- WAR RISK l AC'l ORS 


Finding 4-1: Although some veterans clearly have service-connected illnesses, 
current scientific evidence does not support a causal link between the symptoms and 
illnesses reported today by Gulf War and exposures while in the Gulf region to the 
following environmental risk factors assessed by the Committee; pesticides, chemical 
warfare agents, biological warfare agents, vaccines, pyridostigmine bromide, 
infectious diseases, depleted uranium, oil-well fires and smoke, and petroleum 
products. Some of these risk factors explain specific, diagnosed illness in a few Gulf 
War veterans, for example, leishmaniasis has been diagnosed in 32 individuals. 
Prudence requires further investigation of some areas of uncertainty, such as the long- 
term effects of low-level exposure to chemical warfare agents and the synergistic 
effects of exposure to pyridostigmine bromide and other risk factors. 

Response: Concur. Prudence dictates a continued investigation of all potential 
risk factors in which scientific evidence does not clearly indicate that health 
effects in Persian Gulf veterans are unlikely. Fiulhermore, the PGVCB 
recognizes that findings from these investigations will have relevance to the 
health consequences of future military deployments and to the health of the 
civilian community as well. Therefore, the RWG believes that a broad based 
research agenda is prudent, warranted, and ultimately beneficial to both military 
service members and civilians. 


Finding 4-2: A number of Gulf War risk factors — e.g., mustard gas, aflatoxin, and 
certain petroleum products— are potential human carcinogens that could cause 
increased rates of cancer beginning decades after exposure. 

Recommendation: DoD and VA should perform long-term mortality studies of Gulf 
War veterans appropriate for investigating cancer rates in the Gulf War veteran 
population in the coming decades. 

Response: Concur. Long-term mortality follow-up studies are important and 
should be funded to determine cancer rates among deployed troops compared to 
other troops. 

Currently, VA’s Enviromnental Epidemiology Service is collecting 
information on the mortality experience and cause-specific mortality among Gulf 
War veterans through December 1995. In the future, VA plans periodic updates 
and long-term mortality study on deployed and non-deployed Gulf era veterans. 


Finding 4-3: Stress is known to affect the brain, immune system, cardiovascular 
system, and various hormonal responses. Stress manifests in diverse ways, and is 
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likely to be an importaM contributing factor to the broad range of physiological and 
psychological illnesses currently being reported by Gulf War veterans. 

Recommendation: The entire federal research portfolio should place greater 
emphasis on basic and applied research on the physiologic effects of stress-related 
disorders. 

Response: Concur. Stress may be an important, but not the exclusive, risk 
factor 1 T Gulf War veteran’s illnesses. The PGVCB agrees on the need for a 
greater emphasis on physiologic etfbcts of both traumatic and nontraumatic stress 
in its research plan. This issue was incorporated into the December 1996 update 
of the I l urking Plan. In proceeding, the first step is to examine the research that 
is alreavly being conducted, leam fiom that research and identify gaps in research 
knowledge. The PGVCB agrees about the need for a better understanding of the 
relationship between exposure to both traumatic and nontraumatic stress and its 
role in physical and psychological illnesses. In PTSD research alone, VA has 
invested nearly $7 million and VA investigations have received another $4.5 
million from non-VA sources, such as NIH. VA and DoD are partnering in an 
effort to expand their resource portfolios on stress-related research through the 
DoDA' \ cooperative research program. It will be very important to compile the 
ongoing and past research that is relevant to stress disorders in the format used by 
the PGVCB: methods, completion date, findings. This would allow a current 
review .if areas that have and have not been addressed and an opportunity to better 
use current research knowledge, as well as help determine future research 
priorities. 

Dob, through the PGVCB, is actively participating in the process for finding 
and selecting the best scientific proposals for funding involving the health 
outcomes associated with stress. Two efforts are rmderway: proposals are being 
sought by a formal Request for Proposals for researchers external to the federal 
government as well as through via the VA intramural system. 
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ATTACHMENT B 

(THE HONORABLE LANE EVANS) 

Persian Gulf Registry Health Eiaminalion Program 
C^alitv Mamageweat/Self Assesancot Monitor 

Background/Purpose : VHA Directive 10-95-114 required each VA medical center to use the Persian Gulf Registry 
Health Exammation Pro^ara - ManagonaU^lf Assesaneni Mwntor to review at least a 10% sample of all 

Persian Gulf Registry physical examinations conducted from January 1, 1996 through September 30, 1996, 

Facilities recorded the results of frieir medical record reviews on Attachment B, Summary Analysis of Self 
Assessment Monitor Results, and submitted them to Environmental Agoits Service (EAS). The information shown 
below repr^ents a summaiy analysis of results submitted to EAS by 167 VA fecilities during the 1996 numitoring 
period. 


SUMMARY ANALYSIS OF SELF ASSF^MENT MONITOR RESULTS 
JANUARY 1, 1996 => SEPTEMBER 30, 1996 



■%FMnate-12 



Year-to-Year Percentage Compliaiice Comparison 



--:>1995 

1996 

Code Sheets 

93% 

94Y. 

H&P 

94% 

96% 

CBC 

94*/. 

96% 

Chemistries 

95% 

96% 

Urinalysis 

95% 

94% 

Chest x-ray 

92% 

94’/. 

FU Visit 

82% 

88% 

FU Letter 

81% 

83% 



=>1995 

1996 

SS Diarrhea 

88% 

90% 

SS Memory 

84% 

88% 

SSSOB 

89% 

92% 

FU Appt. 

88% 

92% 

PC Team 

70% 

80% 

Breast Exam. 

76% 

87% 

GYN Exam. 

70% 

85V* 
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ATTACHMENT C 

(THE HONORABLE LANE EVANS) 

Department of VetenraiAffidn VHADlSECnVE 97-008 

Veterani Health Adminiitration 

Washington, DC 20420 February 19, 1997 

VHA‘S SERVICE EVALUATION AND ACTION TEAM 

1. PURPOSE: The puipose of this Veterans Health Administration (VHA) Directive is to 
establish a Service Evaluation and Action Team (SEAT) within each Veterans Integrated Service 
Network (VISN) office to enhance VHA's responsiveness to patient needs and service 
sadslaction. The SEAT will provide a mechanism for each VISN office to continually assess 
opportunities to enhance the effectiveness of Department of Veterans Affairs (VA) clinical 
programs and to respond to veterans’ concerns. The SEAT enables all medical center Directors, 

VISN Ditet^ors, and VHA Headquarters’ program staff to trade trends in customer concerns and 
complaints and to conduct a self-assessment on a periodic basis. The initial SEATs will be 
piloted witii Persian Oulf Veterans Programs and, if successhil, expanded to other program areas 
in the future. 

2. POUeV: AU VISN Offices will implement a SEAT not later than March 1,1997. 

3. ACTION 

a. Each VISN director will appoint the members of the Network SEAT. Membership shall 
include, but is not necessarily limitwt to, the following: 

(1) The VISN Clinical matuiger, who will serve as Chairperson of the SEAT; 

(2) A veterans service organization representative; 

(3) A VA medical center Chief of Staff; 

(4) A VA medical center patient representative and/or advocate; 

(5) A Persian Gulf Registry physician; 

(6) A Vet Center representative; 

(7) A quality improvement manager; and 

(8) A regional veterans benefits counselor. 

b. The SEATS will listen to and monitor trends in veterans’ (individual or group) concerns 
about heidth care access, appropriateness, quality and fulfillment of VA program mandates 
within the VISN or at its medical facilities. The information gathered on reported concerns and 
reconunendations for favorable resolution will be referred to local medical facility staff for 
action. The SEAT will monitor such action and results. The goal of each SEAT referral is to 
improve coirunuoication with veterans, their fimulies, and other stakeholders, where possible, to 
improve the resptmsivmiess of VA health cate delivery. 


THIS VHA DIRECTIVE EXPIRES JANUARY 30, 1998 
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VHA DIRECnVE »7-«08 
Februaiy 19, 1997 


c. Requests and refenals to the SEAT for action can be made by veterans, veterans service 
organizations, VA hotline staff, veterans benefits counselors, VA regional offices and others. 

The SEAT will also receive input from national and local customer satisfoction aial quality 
improvement programs. 

d. SEAT refenals and resulting actions will be tracked and reported on a quarterly basis to the 
VISN Director. 

4 . FOLLOW-UP RESPONSIBILITY: TheChiefNetworkOfficer (ION) is responsible for 
the contents of this directive. Questions on Persian Gulf War Veterans Programs can be directed 
to the Office of Public Health and Environmental Hazards (13), VA Central Office, 810 Vennont 
Avenue, NW, Washington, DC, 20420. 

5. RESCISSION: This VHA Directive will expire lanuaiy 30, 1998. 




Kenneth W. Kizer, M.D., M.P.H. 
Under Secretary for Health 


DISTRIBUTION: 


CO: E-maUed 2/19/97 

FLD: VISN, MA, DO, OC. OCRO and 200-FAX 2/1 9/97 
EX: Boxes 104, 88, 63. 60, 54, 52, 47 and 44 - FAX 2/19/97 
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ATTACHMENT D 

(THE HONORABLE LANE EVANS) 



DEPARTMENT OF VETERANS AFFAIRS 
Veterani Health Administration 
Washington DC 20420 


IL 10-97-014 
Id Reply Refer To: 131 

March 18, 1997 

UNDER SECRETARY FOR HEALTH’S INFORMATION LETTER 
VHA’s SERVICE EVALUATION AND ACTION TEAM (SEAT) 

1. The Service Evaluation and Action Team (SEAT) Program was developed and approved on 
January 6, 1997. The final program plan including the purpose, policy, and required actions and 
responsibilities was presented by the Under Secretary for Health to the Directors of the 22 
Veterans Integrated Service Networks (VISNs) on January 22, 1997. 

2. Veterans Health Administration (VHA) Directive No. 97-008, February 19, 1997, establishes 
a SEAT within each VISN office to enhance VHA’s responsiveness to patient needs and service 
satis&ctiotL The SEAT enables all medical center Directors, VISN Directors, and program staff 
at VHA Headquarters to track trends in customer concerns and complaints and to conduct an 
evaluation on a periodic basis. The SEAT provides a mechanism for each VISN office to 
continually assess opportunities to enhance the effectiveness of Department of Veterans Affitirs 
(VA) clinical programs and to respond to veterans’ concerns. The initial SEATs will be piloted 
with Persian Gulf Veterans Programs and, if successful, expanded to other program areas in the 
future. 

3. The SEAT will receive input from nations) ^nd local customer satisfaction surveys, the 
patient representative tracking program, vetetahs, veterans service organizations, helpline 
inquiries, and quality improvement programs. The Chairperson of the Network SEAT is 
responsible for collecting data obtained fiom these sources and maintaining this information at 
the VISN office. Each Network SEAT Chairperson is encouraged to process this aggregate 
information (by issire, by service, or by gender), and subnrit a consolidated quarterly report to 
their respective Network Director. A copy of this quarterly report needs to be submitted through 
the Chief Network Office (lONC), to Environmental Agents Service (131), VHA Headquarters, 
810 Vermont Avenue N.W., Washington, DC 20420. 

4. SEATs are being formed to: 

a. Improve the responsiveness of VA health care delivery; 

b. Improve communication with veterans, their families, and other stakeholders, where 
possible; and 

c. Listen to and monitor trends in veterans' (individutd or group) concerns about health care 
access, appropriateness, quality and fulfillment of VA program mandates within the VISN or at 
its medical facilities. 
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5. The teams, are comprised of at least eight members, representing a variety of disciplines and 
interests, including veterans, quality improvement specialists, patient representatives and 
clinicians. 

6. The information gathered on reported concerns, and recommendations for favorable 
resolution, will be referred to local medical facility staff for action. The SEAT monitoring of 
such action and results will allow VAH to continuotisly improve and enhance Persian Gulf 
Programs in the hiture. 




Kenneth W. Kiser, M.D., M.P.H. 
Under Secretary for Health 


DISTRIBUTION: CO: E-mailed 3/19/97 

FLD: VISN,MA, DO, OC,OCRO and 200-FAX 3/19/97 
EX: Boxes 104, 88, 63, 60, 54, 52, 47 and 44 - FAX 3/19/97 
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Date: 

From: 

Sutf: 

To: 


ATTACHMENT E 

(THE HONORABLE LANE EVANS) 


Department of 
Veterans Affairs 

October 30. 1996 

Director, Environmental Agents Service (131) 


Memorandum 


Video Cassette, Satellite Video Teleconference: “Exposure of Persian Gulf Veterans to Chemical Warfare 
Agents at Khamisiyah: A Clinical Update*; October 21 . 1 996 
All VA Medical Center Chiefs of Staff 


1 . On October 21 . 1996, Environmental Agents Service, in conjunction with the St. Louis Education 
Center and the National Media Development Center, broadcast a satellite video teleconference 
desc^t»ng events at the Khamisiyah Ammunition Storage Area in southern Iraq. This depot was 
detonated by U.S. troops in Marcii 1991. The demolition woric resulted in probable exposure of 
Persian Gulf veterans to chemical warfare nerve agents. Since last minute technical problems 
prevented some medical centers from receiving the satellite transmission, we are making the 
broadcast available to you on the enclosed video cassette. 

2. The video teleconference featured VA and Department of Defense (DoD) health scientists and 
program officials, who described the known effects of acute exposure to vanous concentrations of 
chemical war^re nerve agents, and explained the symptoms that veterans could report as a result of 
such exposures. The panel also discussed the sdentrhc basis for the development of chronic or 
delayed long-term health consequences experienced by exposed individuals, and described the 
health care programs available to Persian Gulf veterans concerned about exposures in the Gulf War. 

3. The teleconference was designed for VA and OoO health care providers (physicians, nurses, 
physician assistants, social worlters. registry coordinators, vet center stafO. VBA regional office staff, 
and benefrts counselors. We urge you to use the video for Continuing Medical Education (CME) 
conferences and have medical center staff view this video cassette. 

4. If you have any questions or request additional information, please contact John E. Kraemer at 
(202) 273-8462. 


Frances M. Murxrfiy, M.O., M.P.H.' ^ ^ J 
Director. Environmental Agents Service (131) 


Enclosure 


VAFORM 
MAR 1989 
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ATTACHMENT F 
(REFER TO PAGE A40) 

(THE HONORABLE LANE EVANS) 

Department of Veterans Affairs VHA DIRECnVE 9fi-051 

Veterans Health Administration 

Washington, DC 20420 August 14, 1996 

VETERANS HEALTH ADMINISTRATION SPECIAL EMPHASIS PROGRAMS 

1 . PURPOSE; The purpose of this Directive is to establish Veterans Health Administration 
(VHA) policy and support for its Special Rmphasis itegtams (SEP) and to set fmtfa nationBl 
performance measures fix the SEPs. One of the comerttanes of the Departmeru of Vetornu 
Adairs (VA) has been its SEPs which provide critical services for thousands of veterans who rely 
on VA for their care. In the ‘‘new VA” VHA will remain strongly committed to these programs. 

2. BACKGROUND 

a. The mission of VHA it to serve the needs of America’s veterans. It does this by providing 
specialized care, prirruuy care, and related medical and support services. The vision of the ”new 
VA” is a healthcare system that supports irmovation and accountability. It will provide a 
continuum of high quality healthcare in a converuent. reqioosive, caring manner — and at a 
reasonable cost 

b. One of (he major challenges facing VHA is keeping the entire healthcare system, including 
the SEPs, viable and strong in light of unprecedented budget constraints. In order to achieve this, 

VA must adapt to the best practices of the private sector, and rigorously measure and monitor 
perfonrumce and outcomes to achieve greater cost effectiveness, This is especially important for 
the SEPs that are centra! to VA's mission. 

3. POLICY: It is VHA's policy that the Special Emphasis Programs, as an essential and critical 
part of VHA, will be assessed utilizing (he petfomumce measures found in Attachment A to 
ensure the ongoing successful functioning of these programs. The (fesignated SEPs are as 
follows; 

a. Blind Rehabilitation Service (BRS) 

b. Geriatrics and Long-Term Care lYogram 

c. Homeless Veterans Treatment and Assistarus Programs 
■ d. Persian Gulf Veterans Program 

e. Post-Traumatic Stress Disorder (PTSD) Program 

f. Preservation Amputation Care and Tfeatment (PACT) Program 

g. Prosthetic and Sensory Ads Service 

h. . Readjustment Counseling Service 

i. Seriously Mentally ni Veterans Program 

j. Spinal Cord Injury/Dysfimctioo ftogiam 

k. Substance Abuse Services Program 

l. Women's Veterans Health Program 

4. ACTION: SEI^ are a vital part of VHA's integrated healthcare system, arui they will remain 
identifiable high priority programs as we move forward in creating the “new VA.” 


THIS VHA DIRECTIVE EXPIRES AUGUST 14, 2001 
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Essential to the success of the SEPs is VHA's ability to support these programs by providing 
full-service healthcare. 

a. The SEP Directors at VHA Headquarters, are responsible for 

(1) Developing and updating, as necessary, the mission for the SEPs; 

(2) Developing policies and procedures for the SEPs; 

(3) Developing, in conjunction with the Office of Policy, Plarming, and Performance, the 
performance measures for the SEPs; 

(4) Reviewing and analyzing the results of the performance measures; 

(5) Identi^g systemwide SEP issues, and working with VHA Headquarters Patient Cate 
Services; the Network Office; the Office of Policy, Plarming, and Performance; the Veterans 
Integrated Service Networks (VISN); and others as needed, to determine the policy implications; 

(6) Developing and promoting strategies to effect systemwide changes; 

(7) Assessing the effectiveness of the SEPs from national, regional, and clinical perspectives, 
and altering the procedures, processes, and performance measures as necessary, 

(8) Identifying specific issues for integration into VHA's strategic planning and resource 
allocation systems; and 

(9) Assisting Network Directors and facility management to resolve issues regarding SEPs, 

b. The Office of Policy, Plarming, and Performance is responsible for 

(1) Assisting the SEPs develop program performance measures; 

(2) Assisting the SEPs identify systemwide issues; 

(3) Collecting the national performance (population) measures data for the SEPs; and 

(4) Providing the Networks and treatment facilities, VHA Headquarters, SEP Directors, and 
Olliers as necessary, with nationally trended data that can be utilized by individual facilities to 
improve their services. 

c. The Network Directors are responsible for 

(I ) Ensuring that the requirements of this VHA Directive ate implemented within the 
Network, and that SEP activities are maintained, wherever feasible, within Network facilities; 


2 


(2) Providing technical assistance, training, and consultation as needed; and 
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(3) Reviewing the SEP reports for Networic trends, 
d. The Medical Center Director is responsible foe 

(1 ) Designating the appropriate professiooal(s) to be responsible for cooidinatiiig SEP 
activities; 

(2) Ensuring that the SEPs meet all the requirements delineated in VHA policies and 
procedures, as well as the requirements of the Joim rnmmic€i«w fnr Amwiiriitinn of H ealthcare 
Organizations (JCAHO) and other relevant acrrrditing bodies; 

(3) Deciding the SEP activities conducted at the facility, including die integratioa of inpitient 
and ouqratieot activities; 

(4) Reviewing results of performance data from the SEPs, taking stq>s to in^mve 
performance as qipropriate, and evaluating the effectiveoess of the actioiis on an ongoing basis. 

5. REFERENCE: Prescription for Change, Healthcare Value Begins with VA, 1996. 

6. FOLLOW-UP RESPONSIBILrry: Performance Management Office (lOSA), Office of 
Policy, Platming, and Performance (lOS), and Directots, Special Emphasis Programs, Patient 
Care Services (1 1), are responsible for the contents of this Directive. Quetdons regarding Ibis 
Direedve may be rlirected to the Director, Petforinanoe Management Office, at 202-273-8936. 

7. RESCISSION: This VHA Directive expires August 14, 2001. 


Kermetb W. Kizer, M J)., M J’.R 
Under Secretary for Health 
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VBA DQlECmVE 96^)51 
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BLIND REHABILITATION SERVICE 

Hie mission of the Blind Rebabiliution Service is to improve the quality of life forblintled 
veterans by assisting them to develr^ the sldlls and capabilities needed for the attainment of 
personal independence and emotiotud stability. This it accomplished dnough identification of 
visually impaiied veterans, provision of conqiiehensive inpatimt and oulpatieot rehahilitatian 
services, educadco of blinded veterans and their families, and research. 

Population Measures 

1 . Blinded veterans demonstrate post rehabilitation improvement in functional status 6 mondis 
after discharge from a conqirebensive VA blind reb^ilitation p ro g ra m . 

GOAL: 80% 

2. Percentage of blinded veterans who receive VA blind rehabilitation ouqiadent services pre- 
and-post inpatient rehabilitation will realise sbentened length of stay in the VA inpalient 
Blind Rebabilitadoo Program. 

GOAL: 100% 

3. Blinded veterans identified by a Visual Impairment Services Team (VIST) coosdinator as 
needing blind rehabilitation will have access to a comprehensive inpatient blind rehabilitation 
program within 6 months. 

GOAL: 100% 

4. Percentage of fully or highly satisfied patients on National Blind Rehabilitation Service 
Customer Satisfaction Questionnaire. 

GOAL: 85% 

Program Measures 

1 . The number of blinded veterans on VIST tolls reflects the incidence of blindness of eligible 
blinded veterans in the VISN veteran population. 

2. Percentage of eligible blinded veterans scheduled for evaluation for inpatient blind 
rehabilitation treatment within 30 days of identification. 

GOAL: 100% 

3. Percentage of blinded veterans on VIST tolls offered an aimual review, which includes a 
yearly physical and eye exam, benefits review and blind rehabilitation evaluation. 

GOAL: 100% 

4. Percentage of veterans on VIST rolls satisfied with VIST services. 

GOAL: 95% 
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5. Percentage of veterans on Blind RthsbOiminn Outpatient Specialist (BROS) rolls satisfied 
with BROS services. 

GOAL: 95% 

6. Percentage of blinded veterans receiving lecoaunended prosthetics equipment within 30 d^s 
of discharge from RRC I^Dgnm. 

GOAL: 95% 
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GERUTRICS AND LONG-TERM CARE PROGRAM 
HOME-BASED PRIMARY CARE (HBPC) 

The mission of the Oeiiatrics and Long-Term Care program is to provide health care and related 
support services for aged and other veterans requiring Icog-tena cate. This is acco mpl is h ed 
through identi^g needs and determining the setting most oandncive to meeting these needs, 
while maintaining functional independence. Services ate offered throng a number of programs 
including Home Based Primary Care (formerly known as Hoqiital-Based Home Cate); VA. 
Community, and State Nursing Home Cate; Communi^-Based Long-Tenn Care; Oeriatric 
Research, Education and Clinical Centers (GRECQ; Oeriatric Evaluatioo and Management 
Programs (OEMs); and State Home Construction and Per Diem Grants. 

The mission of the Home-Based Primary Care (HBPC) program is to provide primary care, 
delivered by an interdisciplinary team of VA staff to homebound (often bedbound) patients for 
whom return to an outpatient clinic is not practical. 

Population Measures 

1. Patient satisfaction with HBPC. 

GOAL: 95% 

2. Initial contacts with the HBPC patient are made within 2 working days from the time of 
hospital discharge. 

GOAL: 100% 

Program Measures 

1 . HBPC programs are coordinated with the fee-basis cr Medicare referral and/or home health 
aide services. 

GOAL: 50% 

2. Establish methodology for unit cost comparison of HBPC primary cate versus alternative 
methods of such cate. 

GOAL: Establish baseline 
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GERIATRICS AND LONG-TERM CARE PROGRAM 

VA, COMMUNITY, AND STATE NURSING HOME CARE 

lie misdcm tiie Gerisuks and Long-Tetm Cue pognm is to provide liealtii one and lektBd 
support services for aged and other vetenusiequiiiitgloag-lenn care. lUs is aoconqdished 
tfaiDugh identifying needs and detenniiiiDg the settiog most conducive to meeting these needs, 
while maintaining functional independence. Services are offered through a number of programs 
including Home Based Ftimaty Cate (fotmeiiy bwwn as Hoqtital-Based Home Care^ VA, 
Communify, and State Nursing Home Cate; Qanmunify-Based Long-Tem Care; (Hsiatiic 
Research, Educaticm and Clinical Centers (ORECC^ Geriatric Bvaluadoo and Mami^mesot 
Programs (OEMs); atkd State Home Constroction a^ Per Diem Grants. 

VA's nursing home cate missicm is to meet a paction of veteran demand fornuising home cate 
through the VA operated Nursing Home Cate Units, Community (Contract) Nursing Homes, and 
Stale Honu Nursing Hcunes. 

Population Measures 

1 . Patient and family satisfaction with nursing home care. 

GOAL: 95% 

2. Percentage of older (65-f ) veterans who use VA health care and receive nursing home care 
through VA-sponsored program (VA-operated, community, stale home). 

GOAL: 8% 

3. Percentage of Nursing Home patients returned to hospital (Absent-Sick.In-Hospital). 

GOAL: 15% 

4. In VA Nursing Home Cate Units, the percent increase in number of patients with high 
complexity Resource Utilization Group scores. 

GOAL; 5% 

Program Measures 

1. The number of Multi-State Contract initiatives executed. 

GOAL: 6 

2. Percent of the CNH budget expended through Multi-State Initiated (M-SCI) contracting. 
GOAL: 10% 

3. Percent of patients with a Patient Assessment Instrument (PAI) completed for CNH 
placements. 

GOAL: 50% 
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GERUTRICS AND LONG-TERM CARE PROGRAM 
COMMUNITY BASED LONG-TERM CARE 


The missicm of the Oeriatrics and Long-Teim Care piognin is to provide bealdi cate md idited 
support services for aged and other veterans requiring loog-tenn cate. This is accomplished 
through identifyiiig needs and detennining the setting most conducive to meeting Aim needs, 
while m ri n tai n i n g functional indqtendeace. Services ate offaedtfaioogh a number of programs 
including Home Based Primary Care (fotmeriy known as Ho^tal-Bascd Home CareX VA, 
Community, and State Nursing Home Caie; Qmifflunity-Based Loog-Tsnn Care (CBLTCX 
Geriatric Research, Education and Clinical Centeis (ORECCX Oetialiic Evaluatioo and 
Management Programs (OEMs); and State Home ConstnictioD and Per Diem Grants. 

The mission of Community-Based Long-Term Care Rogtams is to provide contract aduh-dqr 
health care and bomemaket/home health aid services to veterans who are at a nursing home level 
of need. 

Population Measures 

The amount of funds expended for CBLTC expressed as percentage of the community 
nursing home budget 
GOAL: S% 

Program Measures 

1. CNH funds are expended on theCNH Program or altetnative community-based long-term 
care services (CBLTC). 

GOAL: 100% 

2. Percent increase in VA facilities participating in CBLTC (The baseline is 1 10 facilities). 
GOAL: 20% 
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GERIATRICS AND LONG-TERM CARE PROGRAM 
GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTERS (GRECQi} 


The mission of the Geriattks and Long-Tenn Care program is to provide health cate and related 
support services for aged and other veterans requiting long-term cate. TUs it accon^isbed 
through Mentii^ng needs aial determining die setting most condodve to meetfaig diese needs, 
while maintaining fiinetional independence. Services are oSined through a mnniier of programs 
including Home Based Ftimary (formerly known as Hospital-Based Heme Care); VA, 
Community, and State Nursing Home Cate; Communi^-Based Long-Tcan Care; Geriatric 
Research, Education and Oinical Centers (ORECC); Geriatric Evaluation and M a na ge m e nt 
Programs (OEMs); and State Home Construedon and Per Diem Grants. 

The mission of the GRECC Itegram it to irrqitove services diat are maximally effective and 
appropriate in meeting the medical, psychological and social needs of older veterans, through: 

1. Geriatric and gerontological research; 

2. Training of health personnel and trainees in the provision of health care to older individuals; 
and 

3. Development and evaluation of improved models of clinical services. 

Population Measures 

Data on effectiveness of GRE(X clinical demonstration projects in inqiroving patimt 
outcomes is reported annually with recommendations for replication at other VA sites, as 
indicated by the data. 

GOAL: 100% 

Program Measures 

Research: 

1. The number of scientific papers authored/ co-authored eadi yearby eadi GRECC research 
investigator (primary investigator or co-investigator on an active leseardi project) in peer- 
reviewed journals (List Journals). 

GOAL: >“1 

2. Percent of publications in peer reviewed journals by GRECX core staff listing their VA 
affiliation. 

GOAL: 100% 
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3. Number and percent of GRECC host facility clinical staff includes physicians and all 
associated health staff) who are offered education/training in caring for elderly veterans by 
the GRECC. 

GOAL: ->95% 


4. Number of clinical staff at other VA facilities who receive education/training in catiog for 
eldaly veterans in .the CKBOCL 
GOAL: Establi^ baseline in 1st year 

3. Percent of geriatric fellows 0<3Y 4 and S residents) and VAfimded associated health 
trainees in geriatrics (e.g. advanced geriatric nurse practifiotiers, geriatric phairtua^ lesidaits. 
geropsychoiogy postdoctdral fellows) who received a substantial pardon of their spedalirmi 
geriatric training fiom the GRECC a^ ate practicing geriatrics/gerontology or have 
academic appointments involvitig geriatrics/gerontoiogy 2 years after completion of training. 
GOAL: Establish baseline 


6. Number of ongoing clinical demonstration projects at each GRECC which annually evaluate 
and report on the project’s effecdveness in delivering improved clinical services to the 
elderly. 

GOAL: >— 1 


Consultation and Outreach 

7. Number of improvements each year in geriatric research, educadon or clinical acdvity at each 
GRECC host facility as a result of GRECC consultadon. 

GOAL: s-1 

8. Number of improvements each year in geriatric research, educadon or clinical acdvity at 
other VAMCs as a result of consultadon/outreacb fiom the GRECC 

GOAL; >-l 
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GERUTRICS AND LONG-TERM CARE PROGRAM 

GERUTRICS EVALUATION AND MANAGEMENT (GEM) 

The mission of the GerUtiict and Long-Tenn Caie program it to provide health care snd idsted 
tuppoct services for aged and other veterans requiiiQgkng-tam care. This it aocon^lithed 
throu^ identifying needs and deteimining the setting moat ocnduciva to meeting dieae needs, 
white m ai nt a inin g fti n ctional independeace. Services are afitseddnou^ a nuniber of ptogiams 
including Home Bated Mmaty (focmetly known as Hotpitel-Bated Heine On); VA. 

Community, and State Nursing Home Cate; Communiy-Based Long-Tenn Que; Oeriatiic 
Researdi, E^cation and CUnical Genten (OREOC); Oeriabic Bvaluatico and Management 
Frogtams (OEMs); and State Home Consttucdoi a^ Per Diem Oranta. 

The mitsion of the OEM Rrogram it to etihance the quality of life for tetected elderly veterana, 
by ittqnoving clinical cate, diagnosis, poiyphaimacy, discharge planning, flmctional s t a tus , and 
utilization. The OEM Hngram also ptovidre a site for geriatric education and cUnical leteatdi. 

Population Measures 

Percentage of feail elderly veterans who received VA GEM services and were discbaiged to 
home or community residential setting. 

GOAL: 65% 


A-8 



666 


VBA DIRECTIVE 9<^)51 

GERUTRICS AND LONG-IERM CARE PROGRAM 
STATE HOME PER DIEM GRANTS 

Hie nission of the Oeiiatrics and Long-Teim Caie prognun it to provide health cate and related 
nippoit services for aged and other veteians requiring kmg-tenn care. Tbit it accomplished 
through identifying needs and determining the setting most coodudve to meeting these needs, 
while maintaining ftmctional independence. Services ate offered through a number of programs 
including Home Based Primary (formerly known at HrMpital-Bated Home Cate); VA, 

Community, and State Nursing Home Cate; Qimmunity-Based Long-Tom Cate; Geriatric 
Research, Education and Clinical Centers (GREOC); Geriatric Bvahiation and M a n a ge ment 
Programs (OEMs); and State Home Construction and Per Diem Grants. 

Ihe State Home Per Diem Grant Program assists States in the cost of care provided veterans in 
State homes tecc^nized by VA. The assistance to States thtou^tiiis grant {uogtam promotes 
Federal-State sharing in meeting part of the veteran demand for instioidcnal long-term cate. 

Population Measures 

1 . Compliance with the quality of care standards for tiie level(i) of cate provided by the state 
home (domiciliary, nursing home, hospital) is documented and n^orted by the VA facility of 
jurisdiction annually and as indicated. 

GOAL- 100% 

2. Collection of quality of care and/or life safety deficirocles by die state home acctsding to 
specified timefi-ame is documented and repo^ by the VA facUity of jurisdiction. 

GOAL: 100% 

Program Measures 

1 . Analysis of current per diem rates and recommendations for inc r eases in rates are ctm^leted. 
GOAL: Armually 

2. Budget plan for existing and planned census in State Home domiciliary, nursing home and 
hospital levels of care ate developed following submistiont by the VA facUi^ of jurisdiction. 
GOAL: Annually 

3. Analysis of budget plan and adjustments based on actual census diUa is completed. 

GOAL: Quarterly 

4. Inspection reports indicating level of conqiliance with established standards of care ate 
provided to the State Home witlun IS wtskdays of the VA inqiectitHi by the facili^ having 
jurisdiction over the Home. 

GOAL: 90% (after establishing baseline) 
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PERSIAN GULF VEISRANS 

The mission of the Persian Gulf (FO) Veterans Itegram is to provide strategic diiecdon for the 
clinical, leseaid^ education and outnsacfa pngrams for PO veterans. This is aoconqilislied 
woiidng in collaboration with other VA offices; Bedetal, state, and local govemment agencies; 
and nonpiofit community and private ptovidert. The Pizsian Gulf Veterans Itegiam alto serves 
as VHA*s liaison to the Persian Gulf Veterans Interagency Coordinating Board. 

Population Measorca 

1. Waiting tiine for apptdnlment for Registry examination and tefieaal center admisdon. 

GOAL: £30daysin9S%ofVAMCs 

2. Education 

a. Provide opportunities for continuing medical education cfPenian Gulf War (POW) 
health issues. 

GOAL: National Training Itogram 

(1) Onsite conference (S/27-S) 

(1) Teleconferences (satellite video broadeatts) Two in 1996 

b. Provide riltrent infnrmarinn on POW pmgr«TWt^ rqinrtr «nit piiMtffrttnM. 

GOAL: (Juarteiiy mailouts and newsletter, periodic Environmental Agents Service 

(EAS) cWerence calls 

3. Future - POW veteran satisfaction widi VA healthcare. 

GOAL: Satisfaction 2 other veteran groups 

Program Measures 

1 . Waiting times for ^rpointments for consultations, e.g., neurology, rheumatology, 
gastroenterology, psychiatry, psychology, etc. 

GOAL: -<4S days 

2. Persian Gulf Registry: Phase I and Phase n code sheet rejection rates. 

GOAL: rate •'<3% 

3. Time to correct rejected code sheets. 

GOAL: •-<30days 

4. Compliance threshold on the atmual Quality Managertrcnt monitor for Persian Gulf Registry 
Examinations as measured against selected clinical indicators. 

GOAL: 90% 
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5. Participation rates of Persian Gulf Coordinators and Registry Physicians in infonnation and 
educational activities, i.e., quarterly Environmental Agents Service conference calls, satellite 
video-television broadcasts, and continuing medical education conference. 

GOAL- 75% 
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POST TRAUMATIC STRESS DISORDER (PTSO) 

The oiissiai of da Peat Ttatnatic Stress Disorder Prognm is to {novUe trealiiantfos’ vetenms 
suffering from FTSD sod to prevent relapse. This is accomplished by piovidug siqipaitive 
mental health services and coordinating PTSD research and ed u ca t iop. 

Population Measures 

1. Percentage of veterans scoring equal or better in PTSD symptoms on the short fenn of the 
Mississippi Scale 4 months after discharge. 

GOAL: 85% 

2. Percentage of veterans scoring equal or better in substance abuse symptoms as measured by 
the Alcohol and Drug Subscales of the Addiction Severity Index (ASQ 4 numtbs after 
discharge. 

GOAL: 69% 

3. Percentage of veterans equal or improved in occupational functioning as measured by the 
number of days employed during the past 30 days 4 months after {aogram discharge. 
GOAL: 86% 

4. Ptt^iortion of veterans in need of FTSD care treated for PTSD in VA outpatient mental health 
clinics in each year. 

GOAL: 55% 

^ , Proportion of veterans who receive a psychiatric ouqratient visit within 30 days of discharge 
fiom an inpatient program (from HEDIS 2S). 

GOAL: >51% 

Program Measures 

1 . Proportion of veterans successfully contacted for outcome assessment after discharge from an 
inpatient PTSO program. 

GOAL: 50% 

2. Number of patients seen per FTEE allocated to the outpatient PTSD program (indudiirg 
facili^ contributed FTEE). 

GOAL: 75 Patients/HEB 

3. Number of hospital days for patients in the 6 months after discharge from an irqtadentPTSD 
program. 

GOAL: <133 days 
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PRESERVAHON-AMPUTATION CARE AND TREATMENT OPACT) PROGRAM 

The mission of the Preservation Amputation Care and Tlealinent Ptogram it to induce the 
incidence of amputatiims and other complicationt due to diabetic foot ulcen and peiqdietai 
vascular disease. This is accomplished by an inierdiscipUnatyprognun of caie and treat m en t and 
by tracking of patienls with anyutations and those peiaons Identified as “at risk" fas limb loas. 

Population Measures 

1. The incidence of lower extremity amputations amoig veterans with diabetes. 

GOAL: Reduce by 3% 6om prior year 

2. Percentage of diabetics with chart documented annual lower extremity tiloer risk 
examination. 

COAL: Increase by 3% from prior year 

3. Percentage of new lower extremity amputees who achieve fu n c tiona l status ad e quat e to return 
to pre-hospital living setting. 

GOAL; 83% 

4. Percentage of new lower extremity amputees who are ambulatory six months after provision 
of airifidallimb. 

GOAL; Increase by 3% from prior year 
Program Measures 

1 . Percentage of new amputees, i.e., toe, transmetatarsaL below knee, above knee, and hip 
disarriculadan reimied by die PACT Coordinator for evahialioo, 

GOAL: 100% 

2. Percentage inctmse in d» number of new ou^Mtients identified as bdhig tt-risk of limb loss 
who are refored to the PACT pFograrit 

GOAL: >Prior Year 
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PROSTBEHC and sensory aids service 

The mission of the Prosthetic and Sensory Aids Service it to serve as case manager for the 
physically disabled veteran and to provide quality prosthetic and sensory aid services to these 
patients. This is accomplished by furnishing prop^y prescribed prosthetic equipment, sensory 
aids and assistive devices. 

Population Measures 

1 . Percentage of veterans fitted for a limb within 30 days of anqtutatioo. 

GOAL: Establish baseline 

2. Percentage of prosthetic patients who respond favorably on the Prosthetic Patient Satisfaction 
survey. 

GOAL; >97% 

3. Percentage of prosthetic patients with improved functional status 6 months post fitting. 
GOAL: Establish baseline 

Program Measures 

1 . Average VA waiting time for an appointment for examination and prescription of a prosthetic 
appliance will be equal to or less tbu local communi^ standards, e.g.. Optometry, 
Audiology, Oithop^cs, Spinal Cord Injury, Physical Medicine and Rdiahilitation, etc. 
GOAL; Establish baseline 

2. Number of delays in prosthetic orders, per month per total number of orders, Le., orders not 
placed within 5 days. 

GOAL: <2% of workload 

3. Number of Type I recommendations from JCAHO/CARP surveys concerning the 
management of Durable Medical Equipment and the Home Oxygen Program in accordance 
with JCAHO Home Cate standards. 

GOAL: 0 

4. Quarterly Prosthetic Needs/Excess Reports will accurately report on PSAS cost accounts. 
Funding will be based upon a strong correlation between obligations and woricload. 

(Centralized Prosthetic Pmd Annual Facility Budget) 


$5 million and up • - <2% 

54 million to <$S million (■»/-) 2% 

$3 million to <$4 million (4/-) 3% 

$2 million to <$3 million (-f/-) 4% 

$1 million to <$2 million (4/-) 5% 

$500,000 to <51 million (4/-) 6% 

$500,000 (47-) 10% 


5. Number of PSAS Headquarters-initiated program site visits to ensure compliance with 
national fiscal policy (continuation of PEP objective). 

GOAL: 24/FY 
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READJUSTMENT COUNSELING SERVICE VETX3IAN CENTERS 

Dm mission of the Rudjiistmem Counseling Service is to lesbae nonnal emotional fimctianing 
toperaonspsychologically iiyuied during mSitaiy service. Dtis is acctm^isbed by providing 
outreach, crisis intervention, and 'liolistic'' servket to eligible veterans and flieir 

families. Diese services ate provided through a network cfreadjnstmein counseling centers 
commonly known as *^ret centers.'* 

Population Measorcs 

1. The rate of qtedd population veterans at risk for FTSD and other reatyustment problems 
accessing RCS cate. Special pqjolatitmt fatclude veterans with high combat exposure, seatual 
trauma, physical disability, or ethnic diversity. 

GOAL: Contact with the percentage of veterans predicted to be at risk in file Vet Oo^s 
ctttchnmtttn 

2. Percent of dioits satisfied with services. 

GOAL; Obtain baseline infonnation 

3. Post-treatment problem severity. 

GOAL: &npovttn«it in i^Uem severity ratings pori-treatment 
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SERIOUSLY MENTALLY ILL VETERANS 

The mission of (he Seriously Mentally 111 Veterans Ihogiam is to optitnize the fimctioning of 
seriously mentally ill veterans. This is acrmnplished by {soviding itate-of-tbe-ait treatment 
across a continuum of inpatient and outpatient settings. 

Population Measures 

1 . Percentage of SC veterans with a diagnosis of psychosis who use VISN mental healdi 
services. 

GOAL: >-39% 

Note: AdptleJfor toclodemographic factors and avtdlabiUty of HOH-VAeeivtcee. From Table 
2-4, National Mental Health Program Performance Monitormg System (NMHPPMS), June 14, 1996, 
Northeast Program Evaluation Center (NEPECX182), VA Medical Ctt^, 930 CatnpbHlAve,, West 
Haven,CN06516,(203)937-38SO;FrS (700)428-3717, 

2. 30 day psychiatric re-admission rates (excluding substance abuseX within the VISN. 

GOAL: <-15% Note: See labU 3-1. (NMHPPMS) 

3. Functional perfoimance 6 months and 1 year after initiating treatment in Intensive Psychiatric 
Community Cate dPCC) as measured by a standard Instrumental Activities of Daily Living 
(lADL) instrument 

GOAL: 20% improvement over previous year 

4. Overall score on the outpatient domain of the mental health pafaman(« index which 
includes measures of access, uti^don of services, and continuity of care. 

GOAL: 20% improvement over previous year 

5. Percentage of veterans who receive an outpatient appointment within 30 days of discharge 
ft^om an inpatient program. 

GOAL; >-45% Note: See table 4-1, (NMHPPMS) 

Program Measures 

1. Average VISN general psychiatric bed days'bf care during tbe.6 montbs after discharge. 

GOAL: <-14 days Nou: See tabU 3-1, (NMHPPMS) 

2. The number of 2 month periods (by VAM(2) in which general psychiatric ouq>atients have 
two or more VA outpatient mental health visits (continuity of care) within the first 6 months 
following discharge. 

GOAL: >-1.13 

Note: See table 4-7, (NMHPPMS, adjusted for patiera characteristics, resident distance from VA, etc.) 
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3. The percentage decrease in the number of SMI veteians per VISN with a diagnosis of 
psychosis with lengths of suy of 100 days or hwger. 

GOAL: >-10« 

4. The percentsge decrease in average length of stay of psychiatric ii^alieots within 28 VAMCs 
identified u significant oaflien. 

GOAL: >-10% 
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SPINAL CORO INJURY/DYSFUNCTION 

The mission of Spinal Cord Injuiy/Dysfunctian Ingram (SCI/D) is to assist veterans with SCI/D 
to develop the capacities needed to attain personal indqieadeace and lifelong health and well 
being. This is accomplished by providing initial functional rehabilitation, preventive care, 
sustaining care, and long-term care across a continuum of inpatient and ou^atient settings. 

Population Measures 

1 . Percentage of SCl/D patients responding favorably on satisfaction surveys concerning 
communication, courtesy, quality of care, timeliness, and clinical environment 
GOAL; 90% 

Z Overall score on the SCI/D evaluation index (characteristics include measures of 

effectiveness - outcomes achieved by persons served; efficiency; and other elements to be 
defined). A baseline report is expected in January. 

GOAL: Improvement 

3. Percentage of eligible SCl/D veterans receiving annual evaluation as required by M-2, part 
XXIV. 

GOAL: >80% 

Program Measures 

1 . Percent of SCI/D patients who are assigned to a primary care provider. 

GOAL: 90% 

2. Established use of an appropriate functional outcome measure (such as FIM) for SCI/D 
patients. 

GOAL: 100% 

3. Percentage of eligible veterans with a diagnosis of SOPD who used a VISN SCI support 
clinic or center in 1996. 

GOAL: Exceed FY 95 Baseline 

4. Percentage of SCI/D patients with semi-em^ent conditions admitted to an SCI Center 
within 2 weeks of acceptance. Semi-emergent conditions and triage criteria will be defined. 

GOAL: >95% 


A-U 



676 


VBA DKECnVE 96-051 
August 14, 1996 

SUBSTANCE ABUSE SERVICES 

The fflissioo of the Substance Abuse Services Program is to provide programs drat identify, 
manage and treat substance use disorders. This Is accomplished by providing eariy intervention, 
subilization (including detoxification) and rehabilitation services, continuing care and 
monitoring services, staff ed u cati o n , and research. 

Population Mcasittcs 

1. The percentage of patients with active substance abuse who enter substance abuse treatment 
within 3 days of discharge from a hospitalization Qncluding detoxification). 

GOAL; 70% 

2. The total number of patients in specialized acute, residential, domidliaty or ambulatory 
substance abuse care as a petcettlage of the total number of patients in cate at the rttedical 
center. 

GOAL: No decrease fiom prior fiscal year 

3. The percentage of patients with a positive alcohol abuse screen in primary cate settingt who 
ate abstinent at 6-month follow-up. 

GOAL: 60% 

Program Measures 

1. For patients discharged from specialized acute cate, residential and domidliaty substance 
abuse bed sections (whose entire index episode of inpatient cate is in a substance abuse bed 
section): 

a. percentage of patients who obtain two or mote substance abuse or meittal health 
outpatient visits in the 30 days after discharge. 

GOAL: 70% 

b. Number of days between discharge from inpatient cate and the first visit 

GOAL: 7daytorleu 

2. Percentage of patients admitted diiecdy to spedalized substance abuse outpatient cate who 
have two or mote additional specialized outpatient substance abuse clinic contacts in the 
subsequent 30 days. 

GOAL: 70% 

3. The numba of patients in specialized oufyatient substance abuse M a percentage of the 
number of ouqratients. 

GOAL: No decrease in % from previous fiscal year. 

4. The number of specialized oufyadent substance abuse visits at a peicenttge of total 
outpatient visits. 

GOAL: No decrease in % from previous fiscal year. 
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local agenciet, as well as community non profit organizations and private entities. 

Population Measures 

1. Percentage of veterans who acquired secure living arrangements at discharge from a 
domiciliary or a residential treatment p rogram. 

GOAL: 40% 

2. Percentage of veterans who obtained enq>loyment at discharge finm a domiriliaiy or 

' residential treatment facility. 

GOAL: 18% 

3. Percentage of veterans who acquired secure living anangements at 6 months and 1 year after 
entry into the VA Supported Housing (VASH) Program. 

GOAL: 80% 

4. Percentage of veterans identified on the annual btnneless census udio receive a psychiatric 
ouqratient visit within 30 days of discharge from an iiqiatient setting (from Health Plan 
Enqiloyer Data and Information Set (HEDIS) 2.3). 

GOAL: >45% 

Program Measures for Domiciliary Care for Homeless Veterans Program PCHV) 

1. Armual Turnover Rate of homeless veterans per OCHV bed per year which is defined as the 
number of discharges (determined by the number of monitoring foans received at NEPEC for 
which the discharge data falls within a given fiscal year) divided by the number of 
operational beds (as determined by an armual survey conducted on SqHember 1st of each 
year). 

GOAL: >1.4 

2. Percentage of homeless veterans successfully completing DCHV treatmenL 
GOAL: >38% 

3. Improvement in alcohol problems of veterans fiom the time they entered DCHV treatment to 
the time of discharge. 

GOAL: >57% 

4. Improvement in drug problems of veterans from the time they entered treatment to the time 
of discharge. 

GOAL: >55% 
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VHA DIRECTIVE 96-051 
August 14, 1996 


Program Measures for Health Care for Homeless Veterans (HCHV) 

1. Number of literally homeless veterans receiving intake assessments per clinical FIEE 
GOAL: >52 per year 

2. Number of unique homeless veterans treated in an HCHV Program per dinicalFTEB per 
year. 

GOAL: >100 

3. Percentage of homeless veterans successfully con^leting residential treatment programs. 
GOAL: >30.4% 

4. Percentage of veterans tefened for follow-up treatment at the tiine of disdiarge&i»n 
residential treatment. 

GOAL: >60.8% 

5. Improvement in alcdtol problems of veterans treated from the time they entered residential 
treatment to the time of discharge. 

GOAL: >52JI% 

6. Percentage of veterans scoring equal or better in substance abuse symptoms as measured by 
the Alcohol and Drug Subscales of die Addiction Severity Index (ASI) 6 mcmdis and 1 year 
after entering the VASH program. 

GOAL: 69% 

7. Number of days hospitalized in the 6 months after discharge of veterans identified on the 
annual homeless census. 

GOAL: <14 days 
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VHA DIRECTIVE 96-051 
August 14, 1996 


WOMEN VETERANS HEALTH PROGRAM 

The mission of the Women's Veterans Health Program is to ensure equity of access to VA 
services and cate for women veterans. Hiis is accomplished through integration of clinical care, 
education, and research on women veterans-telated issues. 

Population Measures 

1. Satisfaction with VA services. 

GOAL: Ratings comparable to men 

2. Percentage of appropriate women 50-69 years of age receiving mammography within the last 
2 years. 

GOAL: 100% 

3. Percentage of appropriate women <65 years of age receiving cervical cancer screening within 
the last 36 mont^. 

GOAL 100% 

Program Measures 

1 . Number of focus groups conducted in each VISN to explore any gender specific differences 
in customer satisfaction measures. 

GOAL: ->l/year 

2. Percentage of contracting pathology laboratories reviewing Pap smears that are accredited by 
CAP and hold a CLIA certificate. 

GOAL 100% 

3. Percentage of on-site pathology laboratories reviewing Pap smears that are accredited by 
CAP and percent of pathologists enrolled in the Natio^ Cytopathology Proficiency 
Program. 

GOAL 100% 

4. Percentage of women veterans receiving notification of Pap smear findings within one month 
of performance of the test 

GOAL 100% 

5. Percentage of on-site mammography unita accredited. 

GOAL 100% 

6. Percentage of women receiving mammograms notified of results within 1 month. 

GOAL 100% 
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THE ASSISTANT SECRETARY OF DEFENSE 
WASHINGTON. D. C. 20301-1200 


IPR I S f997 


Honorable Lane Evans 
Ranking Democrat 
' Committee on Veterans Affairs 
House of Representatives 
Washington, DC 20515 

Dear Representative Evans: 

This letter is in response to your request of February 26, 1997, regarding the Full 
Committee on Veterans’ Affairs hearing of February 11, 1997. The attachment includes 
A Working Plan for Research on Persian Gulf Veterans ' Illnesses in response to the first 
question. (For enclosure, see page 47.) 

I trust this information will be useful to you. 


Sincerely, 

Edward D. Martin, M.D. 
Acting Assistant Secretary of Defense 


Attachment: 
As stated 
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QFR from Honorable Lane Evers, Ranking Democratic Member, 
House Committee on Veterans Affairs 


Question: How could the DoD more effectively meet the needs of Gulf War veterans 
still on active duty and their family members? 

Answer: Through the Office of the Special Assistant for Persian Gulf Illnesses, DoD 
has initiated a multifocal needs assessment of the Persian Gulf veteran active 
duty members and their family members to determine the full range of factors 
to consider in order to plan effective interventions. Among the strategies 
being employed are: 

deployment of a survey in January 1997, designed for a representative 
sample of the target population; 

assignment of a civilian physician familiar with expertise in risk 
communication who is the project manager to explore current approaches 
and shortfalls and design an effective risk communication program; 

. revision of an interactive Internet web site, GulfLINK, which contains 
illustrative “case studies” which are educative in nature; and, 

. initiation of active communication with the Military Alliance, 
organizations which interface regularly with the target population. 


Question: How could DoD more effectively meet the needs of Guard and Reserve 
personnel who are Gulf War veterans and their family members? 

Answer: The Department of Defense and the Dq^artment of Veterans Affairs have been 
collaborative members of the Persian Gulf Veterans Coordinating Board since 
January 1994. It is the consensus of both Departments that the most effective 
strategy for the DoD to more effectively meet the needs of Persian Gulf 
veteran Guard and Reserve personnel is to strengthen the referral process 
when a Persian Gulf veteran has completed the standardized DoD 
Comprehensive Clinical Evaluation Program. To this end, DoD informed all 
the physician CCEP points of contact at each MTF, to clearly guide the 
referral process for referrals made to a VA facility for Guard and Reserve 
Persian Gulf veterans seen in tlie CCEP. 
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Question: Describe the current health status of U.S. military personnel who served in the 
theater of operations during Desert Shield and/or Desert Storm. 

Compare the health status of U.S. military personnel who served in the theater 
of operations during Desert Shield and/or Desert Storm with the status of U.S. 
military personnel on active duty during Desert Shield and/or Desert Storm 
who did not serve in the theater of operations. 

Compare the current health status of U.S. military persoimel who served in the 
theater of operations during Desert Shield and/or Desert storm with the status 
of non U.S. military personnel who also served in the theater of operations 
during Desert Shield and/or Desert Storm. 

Answer: A variety of epidemiologic studies that can provide the answers to these 

questions is in progress or being planned. To date, epidemiologic studies that 
have looked at deaths and hospitalizations of Persian Gulf war veterans 
compared to non Persian Gulf war veterans have found no major differences 
between the two groups. To respond to these questions definitively, however, 
is premature. 

Question: The Institute of Medicine’s report indicated that Troop Exposure and 

Assessment Model (TEAM) and Registry of Unit Locations (RUL) will have 
limited utility for epidemiological studies since they provide information at 
the unit level rather than at the individual level. Is there any obstacle in 
ensuring that this type of information is gathered and maintained at the 
individual level in future conflicts? 

Answer: Tracking troops at the individual level rather than the unit level presents a 
number of unique and highly complex problems from a technical, security, 
and financial standpoint. A number of security issues and concerns exist with 
an automated or electronic tracking system intended for individual troops, 
since individual troop location information, as well as total numbers, could 
also be tracked by a potential enemy. In addition, a system capable of 
tracking thousands of individuals would require substantial technical 
advancements from data transmission to data storage and interpretation 
perspectives. Questions arise as to how often individual location data would 
be required during a 24-hour period. Also, troop location data are of little 
value, without high quality environmental exposure data and acute health 
outcome information. In addition to the technical hurdles, security and safety 
issues, the financial obligation would be enormous for a system that could 
effectively track at the individual-person level. 

One solution to the troop tracking problem would be to enhance the current 
system of unit tracking. This would require following smaller units in a more 
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thorough manner and ensuring we knew the individuals assigned to the unit at 
all times. This system combined with the improved environmental and 
medical data being gathered by DoD in current operations offers the most 
efficient solution to tracking troops during a deployment. 


Question: In its report, the Institute of Medicine concluded that a number of elements 
should be developed to form a “Military Health Surveillance System that 
would increase the nation’s capacity to address questions about acute and 
chronic health consequences of deployments of U.S. military service 
personnel”. What is the status ofDoD’s implementation of lOM’s 
recommendations on this subject? 

Answer: The Charter for the Joint Medical Surveillance Policy Group has been 

established. The purpose of the JPMPG is to improve preventive medicine 
support for Joint military operations, advise the TRICARE Readiness 
Executive Committee, and act as preventive medicine information and 
coordination exchange among the Military Services. At the time of this 
response, a DoD Directive and DoD Instruction regarding the policy and 
implementation of joint medical surveillance is under formal coordination. 
These documents structure the approach the Department shall use to enable 
assessment of acute and chronic consequences of deployment. The program 
emphasizes the systematic collection of information for the identification of 
members of deployed units, assessment of health risk, accomplishment of 
standardized health screening assessments, and analysis of health outcomes 
possibly related to deployments. Elements of the surveillance policy are 
currently in place in Bosnia. The program will be disseminated throughout 
DoD by the end of FY 1997. 


Question: The Presidential Advisory Committee’s report mentioned DoD has been 

unresponsive to the recommendation that prior to any large deployment, DoD 
should undertake a through health evaluation of a large sample of troops to 
enable better post-deployment medical epidemiology. Why is DoD not 
responding to this recommendation? 

Answer: Rather than targeting sample populations for assessment, the Department’s 
position is that all deploying Service members of specified deployments 
receive pre- and post- deployment screening to include standardized health 
screening questionnaires with medical follow-up as clinically indicated. This 
policy was partially implemented in Bosnia and is being fully implemented 
for Southwst Asia. We expect the new medical surveillance policy to be 
formally adopted during 1997. 
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Question: Considering the concerns ova the side effects of Pyridostigmine Bromide 
(PB) use when combined with exposures to other compounds, is DoD 
considering ending or temporarily prohibiting the use of PB? Does DoD see a 
need to keep records of individual PB use during wartime? 

Answer: DoD will follow FDA requirements. If there is a significant risk that chemical 
warfare agents may be used against U.S. forces, the best available personal 
protective measures, including pre-treatment with pyridostigmine bromide, in 
conjunction with atropine and 2-PAM, remain our best tools to ensure that our 
troops are given the best chance for surviving a nerve gas attack. Doing 
everything possible to give our troops the best chance for survival is our 
bottom line. Concerning record keeping, the Department is exploring ways to 
appropriately document health related information for Service members within 
Theaters of Operation. 


Question: In reviewing the Persian Gulf Registry records for veterans who were possibly 
within 50 km of the Khamisiyah Ammunition Storage Area during the 
demolition in March 1991, you testified 81 registry participants were 
diagnosed with musculoskeletal conditions at a higher rate than the 50 km or 
general registry group. Dr. Joseph, you testified a review of the CCEP 
participants which were within 50 km of Khamisiyah reported symptoms 
similar to Army CCEP participants. Please explain. 

Answer: The Department has conducted preliminary descriptive analyses of the 

findings in the CCEP for the relatively small number of members of the units 
involved in the Khamisiyah demolitions and of the much larger group of 
individuals who were within the 50 km radius of Khamisiyah individuals in 
the CCEP. When compared to other groups of CCEP, participant members of 
those units which were involved in the demolition activities do appear to have 
a higher proportion of musculoskeletal diagnoses. The preliminary analysis of 
the self-reported symptoms of all CCEP participants within 50 km of 
Khamisiyah indicated that they were similar to other Army CCEP participants 
who were in the Khamisiyah area. Army CCEP participants were considered 
for comparative purposes rather than a heterogeneous mix of Army, Navy, or 
Air Force CCEP participants to represent an ^propriate comparison group of 
which the majority of personnel operating near Khamisiyah were Army. 
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QFR 6om Honorable Luis Gutierrez, 

Ranking Democrat Member, House Subcommittee on Health, 
House Cormnittee on Veterans Affairs 


Question: Dr. Joseph, you state that an unknown illness or a syndrome that was mild or 
affected only very small proportion of veterans at risk might not have been 
detectable by the DoD Persian Gulf Registry. 

Answer: The Department’s Comprehensive Clinical Evaluation Program (CCEP) was 
designed as a clinical program to provide health care to veterans; it was not a 
formal epidemiologic study. The CCEP has provided important clinical 
information regarding the types of illnesses observed in CCEP participants as 
a group. These clinically apparent conditions are similar to those seen in 
primary practice. However, it is possible that among the over 25,000 
individuals evaluated through the CCEP, there could either be a small number 
of individuals with unique conditions or others with mild symptoms and 
clinically unrecognizable diseases. 


Question: Has the DoD commenced smaller sample size investigations to examine 

analogous patterns of illness in Gulf war veterans? This may allow the DoD 
to examine the possibility that hidden syndromes may effect certain groups of 
veterans. 

Answer: DoD has initiated a comprehensive and integrated research program aimed at 
better understanding Gulf war veterans’ illnesses. The research program 
includes projects within DoD, VA, HHS, U.S. and international universities, 
and other independent research organizations. Attached is A Working Plan 
for Research on Persian Gulf Veterans’ Illnesses . The Working Plan lists all 
the projects in the current research portfolio. 
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Special Assistant 
for 

(iulf War Illnesses 


OFFICE OF THE SECRETARY OF DEFENSE 

1000 DEFENSE PENTAGON 
WASHINGTON. DC 20301-1000 



1 1 APR 199'’ 


Honorable Lane Evans 
House of Representatives 
Washington. D.C. 20515 

Dear Congressman Evans: 

This is in response to your recent letter requesting the answer to a question from the 
Committee on Veterans' Affairs on the accounting of troops who may have been exposed 
to chemical weapons that were destroyed at Khamisiyah. The answer you requested is 
enclosed. 

1 hope this information is helpful to the committee. 

Sincerely. 


Bernard Roslker 




Enclosure 



lINTf O ON RECTCLEO 
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1 . What is the status of DoD's accounting of troops who may have been exposed 
to chemical weapons that were destroyed at Khamisiyah? It is my understanding 
that General McCaffrey believes that all of the 24,000 men and women of the 24^^ 
Mechanized division were with 32 miles of the facility. Vet, of the 20,000 soldiers 
it currently estimates were possibly exposed, it lists only roughly 6,000 from the 
24*. 


Response: The registry of Gulf War units and unit locations is one of our top 
priorities. Dr. Rostker, the Special Assistant to the Deputy Secretary of Defense 
for Gulf War Illnesses, met with General McCaffrey regarding the location of the 
24l^ Infantry Division during the Gulf War. During that conversation, General 
McCaffrey suggested that since many of the records for his unit were not available, 
the Department should pursue two other potential sources of information. The first 
source was the 24^^ Infantry Division War Journal on file in the Army library and 
the second was to consult the operations officers who did the detailed planning of 
division operations and movements. The material in the Army library was 
reviewed; unfortunately, no new information was revealed. The Army is now 
preparing to bring together the Gulf War operations officers from the entire 
XVIII^h Airborne Corps, including the 24^^ Infantry Division. The Gulf War 
brigade and division operations officers will be assembled with maps and materials 
so that they can reconstruct the location of their units. This effort will begin by 
mid-April and should provide us additional insight into troop locations near 
Khamisiyah. 
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Representative Heri>ert Bateman Questions for the Record 
Persian Gulf War illnesses Hearing 
Fd>niafy II, 1997 


Question: 

Could the Department describe any changes it is implementing with regard to pharmacy 
privileges for military retirees? Please explain the rationale for any such changes. 

Answer: 

The Department’s policy for providing pharmacy privileges for military retirees continues 
to follow existing applicable statues. There has been no Departmental policy cliange regarding 
access to Military Treatment Facility (MTF) pharmacies. Recently there has been confusion with 
respect to restrictions of pharmacy services based on beneficiary classes. On April 4, i 997, we 
issued a reclarification of the policy regarding restrictions and dispensing prescriptions in military 
pharmacies. The memo clearly outlines current policy, which states that MTF pharmacies will fill 
all prescriptions for medications included on their local MTF drug list (formulary), independent of 
beneficiary category Restrictions are permitted only for valid clinical reasons, specialty care, or 
protocols published by the Pharmacoeconomic Center In those cases when a nonformulary 
product(s) is needed for a specific patient or a special treatment protocol, prior approval by the 
MTF commander is required to validate special clinical circumstances. To assure appropriate 
management of the authority to obtain nonformulary drugs to non*active duty beneficiaries, this 
authority is limited to prescriptions written by MTF providers. Under certain circumstances, 
nonformulary drugs may be needed and, therefore, must be available to active duty members who 
are central to the operational mission 

In addition, under the TRJCARE program the Department has augmented the MTF 
pharmacy benefit through a mail order and retail pharmacy service for CHAMPUS and BRAC 
Medicare-eligibles living in regions with a TRICARE Mananged Care Support Contractor. The 
Department is also in the process of establishing a National Mail Order Pharmacy program that 
will provide services to Active Duty members, MTF Prime enrollees, overseas beneficiarie.s, and 
BRAC Medicare-eligibles in Regions 1, 2 and 5. 
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Representative Herbert Bateman Questions for the Record 
Persian Gulf War Illnesses Hearing 
February 1 1, 1997 


Question: 

To the extent that changes are being implemented that restrict the ability of the military 
retirees to attain certain prescribed medications, does the department view this as a deterioration 
in the quality of retirement benefits that should have been brought to Congress’ attention during 
deliberations on the current year’s defense budget? 

Answer: 

There has been no Departmental policy change v^ath respect to restricting the ability of 
military retirees to attain certain prescribe medications. It is the policy of the Department that 
MTF pharmacies will fill all prescriptions for items that are listed in their formulary (drug list), 
independent of beneficiary category. Restrictions are permitted only for valid clinical reasons, 
specialty care, or protocols published by the Pharmacoeconomic Center 



690 


Representative Herbert Bateman Questions for the Record 
Persian Gulf War illnesses Hearing 
February 1 1, 1997 


Question: 

What would the Department recommend as a way to fix whatever problems have resulted 
in the sudden inability of retirees to attain prescribed medications? 

Answer: 

Recently there has been confusion with respect to restrictions of pharmacy services based 
on beneficiary classes. On April 4, 1997, we issued a reclarificalion of the policy regarding 
restrictions and dispensing prescriptions in military pharmacies. The memo clearly outlines 
current policy, which states that MTF pharmacies will fill all prescriptions for formulary drugs, 
independent of beneficiary category. Therefore, restrictions are permitted only for valid clinical 
reasons, specialty care, or protocols published by the Pharmacoeconomic Center. In those cases 
when a nonformulary product(s) is needed for a specific patient or a special treatment protocol, 
prior approval by the MTF commander is required to validate special clinical circumstances. To 
assure appropriate management of the authority to obtain nonformulary drugs to non-active duty 
beneficiaries, this authority is limited to prescriptions written by MTF providers For active duty 
patients, the facility must obtain the medication It has been emphasized to the Surgeons General 
that it is incumbent upon (hem and (heir commanders to enforce this policy However, supporting 
the operational mission may require that a nonformulary drug, not generally available to other 
DoD beneficiaries, be made available to an active duty member. 
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House Veterans Affairs Committee 
February 1 1, 1997 

DoD Actions Pertaining to the Persian Gulf Illness 
Representative Robert A. Underwood 
Dr. Stephen C. Joseph, M.D., M.P.H. 


Question: I would like your proposal to ensure the Department of defense takes actions 
to facilitate participation of veterans in Guam and American Samoa in reporting 
symptoms and participating in research studies at no cost. As you know, the 
telecommunications market in Guam is such that veterans would be charged for use of 1* 
800 numbers. I ask that your plan to ensure no cost access to all programs by DoD or the 
VA with regard to hotline access, other reporting programs and research programs. 

Answer: In support of Persian Gulf Veterans from Guam and Samoa, I propose the 
following authorization due to their unique circumstances. All Guamanian and Samoan 
Persian Gulf Veterans shall be allowed to call either of the 1 -800 numbers from a military 
medical treatment facility located in either Guam or Samoa. At the time the call is 
placed, a member of the staff shall dial the number, and then allow the veteran privacy for 
the duration of the phone call. This will facilitate a direct referral from an MTF to a 
designated CCEP physician point of contact stateside. This information should be 
disseminated among the veteran population across both locations. 

Researchers shall be informed of the availability of potential candidates at both locations 
that may be considered to enter research opportunities. 
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Answers from Dr. Philip Russell , Member, Committee to Review the Health Consequences of the 
Persian Gulf War, Institute of Medicine 


Questions frmD The Honorable Lane Evans 
Question 1. 

A single, uniform, computerized medical record form and ^siem awering all military personnel 
including National Guard and reserve units which omtains data on hospital admissions, clinic visits, and 
other medical encounters (such as immunizations), and includes the individual's Department of Veterans 
Affairs record has been recommended. 

What are the technological obstacles to accomplishing this record ? How much would it cost to develop 
and how long would development take ? 

Answer; There are no technological obstacles to devek^ing a medical record-keeping system that would 
meet the needs of the Armed Forces and the Department of Voerarts Affairs. Adaptation of existing 
computer techimlogy and data-base management methods will meet the requirements envisioited by the 
Corrunittee. A commitment to cot^ration among the agencies and program funding is needed. Service 
representatives indicaled that developing and fielding arch a system would take several years. No cost 
estimates were made although the committee recognized that the cost will be substantial. 


Question 2: 

In the report . the Committee stated that it was ''entirely convinced that there are large numbers of sick 
veterans, some of them seriously disabled 1^ their symptoms, that they need appropriate care and that 
active investigation into their p^lems must be cmitinued ." In itself this is a very strong statement. Pleas 
elaborate why the Committee came to this cortclusion. 


Answer: The statement is based on analysis of several q>idemiological studies of illness in Gulf War 
Veterans as weU as the clinical data from the Department of E>efense artd Dq)artment of Veterans Afbirs 
Persian Gulf Health Re^stries. The Gulf War veterans have all the diseases and illnesses expected in a 
population of similar size and demographic composition, in addition, some have had injuries or diseases 
known to have occurred during deployment such as leishmaniasis, further, stress related illnesses directly 
attributable to service in the Gulf War have been well document, and. firtaliy, undiagnosed illness are 
reported. Althoi^ mortality, except for accidental death, has not increased in the population the 
statement regarding illness and dis^ility is welt justified by the available information 
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Answer from Dr. Philip K. Russell, Meoter , Comminee to Review the Health Consequences of the 
Persian Gulf War. 


Question from The iloiMMvble Uiii Gutierrez: 


Question: 

Dr. Russell, the Presidential Advisory Commitiee’s report explains that the Department of Defense does 
not test the health of our soldiers prior to their deployment in a active field of (^)erations. 

I believe that in order for our government to prevent fidure post*Gulf War situations, we must think in the 
long term by rigorously testing and recording data on our soldiers prior to their service overseas. If 
Congress must act to ensure that this is accomplished, then we must do so immediately. 

As the new ranking Democrat on the Subcommittee on Health, I feel strongly that Congress must work on 
legislative means to see that our soldiers never return from war with unexplainable illness again. 

Dr Russell or Major Knox, what do you believe Congress can do to prevent future Ctilf War crises ? 


^swer In my (pinion Che crisis was not caused by the casualties or illrtesses per se. The crisis was 
caused by refusing health care to veterans, by the inability and the unwillingness to rapidly conduct 
thorough and credible epidemiological studies of the deployed population, and by the &ilure to provide 
timely, accurate aiMl credible information on enviroiunental exposures of military personnel. 

Two major changes in the health care system are e»mitial to avoid similar problems in the future. First, 
we must greatly improve the capability to keep medical records and to rapidly conduct epidemiological 
studies. Second, we must keep faith with our service members and provide ai^topri^e access to medical 
care. 

A computerized medical record ^stem standardized throughout all Armed Service, Naticmal Guard and 
Reserves and Veterans Administration is needed to adequately monitor and assess the health of deployed 
units and the inqnct ol dq>loyinent. Improved niedical records plus a strengthening of the military 
Preventive Medicine capability will be very important in avoiding future crises. The second artd, equally 
important change, is to provide health care to ^ returning veterans, regardless of the nature of their 
illness, for some substantial period after a combat deployment. We must recognize that it is impossible in 
many cases to know or to make a credible determination on whether a post deplqymeot illness is related to 
the deployment or not. Veterans deserve the best care the nation can provide irrespective of presumptions 
regarding cause. Access to competent and compassionate medical care and rapid, thorough 
epidemiological investig^ons of unusual medical events will prevent medical problems from becoming 
political crises in the future. 
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Congressman Gutierrez to Veterans of Foreign Wars 


"Is there any pattern you or your colleagues have detected with regard to the 
VA 's rationale for rejecting some claims and covering others? Or, have you 
found this process to be haphazard and without consistency?" 


The VFW feels there is, indeed, a pattern to the rationale used by the VA in 
rejecting many of the "Undiagnosed Illness" claims of Gulf War veterans. Of the 
claims denied that fall in this category, most are denied because the illness was not 
reported within twenty-four months of having left the region. 

As of January 1, 1997, the VA has denied 94 percent (9,688 claims) of claims 
officially classified as Persian Gulf War (PGW) undiagnosed illnesses. Of those, 

55 percent (5,386 claims) were based on the disclosure of symptoms beyond the 
two-year presumptive period. That percentage is the core of the our concern. Any 
denial solely because of symptom disclosure outside a set period of time is 
arbitrary when there is so much medical uncertainty currently surrounding PGW 
undiagnosed illnesses. 

This point illustrates the need to temporarily establish an open-ended presumptive 
period for the manifestation and identification of symptoms relating to PGW 
undiagnosed illnesses. My colleagues and I have worked aggressively to ensure 
that our Gulf War veterans are not limited by time in seeking health care and 
compensation for what remains an unknown illness. I feel the recently announced 
extension of this period to a total of ten years is an encouraging step towards 
addressing the needs of our Gulf War veterans. My concern remains, however, 
that even this may not be enough time. 

Section 106 in Title I of Public Law 103-446, Veterans' Benefits Improvements Act 
of 1994 (November 2, 1994), required the Secretary to determine an appropriate 
presumptive period for considering claims on service connection for Persian Gulf 
War undiagnosed illnesses. 

The law directed the VA to take into account three factors: (1) the current credible 
scientific and medical evidence; (2) the historical treatment afforded other 
disabilities with presumptive periods; and, (3) other pertinent circumstances 
regarding the experiences of PGW veterans. 

Secretary Brown initially decided on a two-year period with the reasoning that 
"would provide an adequate period of time in which all veterans . . . would have 
become aware of the potential significance of their symptoms and have had an 
opportunity to present and document [such] health concerns . . . "(Veterans Benefits 
Administration fact sheet). That reasoning, of course, assumes a definite latency 
period to PGW symptoms, which can now be debated just alone on the unknown 
consequences of possible low-level chemical weapons exposure. 

Until such time that there is some credible medical and/or scientific evidence as to 
what may be causing the unknown illnesses of our veterans, the VFW"s position is 
clear - any presumptive period must be open-ended. That, of course, is 
interpreted to be temporary. Once some credible evidence is available, the VA can 
then make rational decisions on the length of the presumptive periods for specific 
disabilities resulting from duty in the Southwest Asia theater of operations during 
the Persian Gulf War. 

I feel the ten year presumptive period is a positive step. However, if it becomes 
apparent that this time frame is not long enough the VFW will be there to continue 
this fight for our Gulf War veterans. 
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For Got! •trill Counii'r 


March 26, 1997 


The Honorable Lane Evans 
Ranking Democratic Member 
Committee on Veterans’ Af^rs 
335 Cannon House Office Building 
Washington, DC 20515 

Re; Question Related to Hearing on February 1 1. 1997 
t^ar Congressman Evans; 

Thank you for inviting The Am^can to testify at last nxMith's hearing C(Xiceming 
Gulf War Illnesses and the Presidential Advisory Omimittee c»i Gulf War V^erans* Illnesses. The 
hearing was the most productive and well thought out to date this important and emoti<»!ai 
tc^ic, and the Legion lodes forward to future Gulf War hearings. 

You have asked me to ansv-er the following questiem; What is your assessment of VA 's 
health care for veterans with “Gulf War Syndrome ” or Gulf War Illnesses? What improvements 
are needed in VA health care for these veterans? 

The VA Persian Gulf Registry was created to diagnose diseases and illnesses in Gulf War 
veterans with health complaints, or with health concerns, due to their service in the Persian Gulf 
When a veteran reports symptoms of illness during a Registry exam, and a VA medical doctor 
cannot diagnose the illness causing the symptoms, the doctor reports that the symptoms are 
undiagnos^. 

The Institute of Medicine cemsiders the VA Persian Gulf Registry excellent for the 
diagnosis of illnesses.’ However, 19.9 % of Gulf War veterans who have health complaints, and 
have received a VA Persian Gulf Registry examination, do not receive a diagnosis for some of their 
symptoms.^ Successfully treating undiagnosed symptemis is a challenge for the entire medical 
community, not just the VA medical systwn. Tots of thousaiKls of Gulf War veterans who have 
undergeme a Registry exam receive a diagnosis for their health complaints. Both groups of 
veterans are eligible to receive medical treatment from the Department of Veterans Affairs if their 
current health complaints are more likely than tk« associated with Persian Gulf service. This 
liberal rule, by giving the veteran the benefit of the doubt, enables VA to offer medical treatmrat to 
tens of thousands of Gulf War veterans. 

VA has not offered veterans standard clinical testing under current diagnostic strategies in 
primary care for fatigue. Veterans are, therefore, not likely to be treated appropriately for fatigue. 
Fatigue is the most widely reported s>mptom amemg veterans on the VA Registry .^ It is therefore 
unlikely that VA is offering effective or qualit>' medical treatment to Gulf War veterans who suffer 
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from fatigue. The quality of medical treatment offered to veterans who suffer from other 
symptoms has not been measured, and is unknown. 

In the last fifteen years, outcomes research has examined the subjective experience of 
patients under real-world conditions. The goal has g^rally been not to test the efficacy of 
interventions (“can drug treatment for depression make patients feel better”) but whether a given 
group of patients actually feels better after specific forms of treatment. 

How do Gulf War veterans feel after they receive treatment from VA? Do they feel better? 
The same? Worse? Asoftoday, nooneknows. There is no data available, only anecdotes. VA 
has not formally measured health outcomes for Gulf War veterans after they receive care at its 
medical centers and clinics. With no objective measures of the medical treatment offered, the first 
part of your question cannot be answered. To answer the question, VA, or an independent group, 
must first measure health outcomes in Gulf War veterans who seek medical treatment at VA. 

In other diseases without a known “cure,” the U.S. health care model has evolved an 
approach over the last 30 years, namely randomized clinical trials of various possibly effective 
treatments in an attempt to weigh their costs and benefits. While VA conducts outcome studies on 
Gulf War veterans, it should also conduct randomized controlled trials comparing various 
treatment methods that have been shown to be effective in treating symptoms commonly reported 
by Gulf War veterans. These efforts would allow VA to answer your first question with some 
degree of certainty, while it actively seeks effective treatments for Gulf War Illnesses. Once those 
treatments are identified, VA can then improve the health care it offers to Gulf War veterans. 

Sincerely, 

Matthew L. Pd^si 
Assistant Director 
Veterans Affairs and Rehabilitation 


' Institute of Medicine, Evaluation of the Department of Defense Persian Gulf Comprehensive Clinical 
Evaluation Program (Washington, DC: National Academy Press, 1996). VA and DoD use the same 
protocol for their clinical programs. 

^ H.K. Kang, N.A. Dalager, and K.Y. Lee, “Health Surveillance of Persian Gulf War Veterans—A Review 
of the DVA Persian Gulf Registry Data,” unpublished report, Department of Veterans Affairs, March 
1996. 

^ H.K. Kang, et. al., March 1996 
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Question for Jeffrey S. Ford 
Hxecutive Director 
National Gulf War Resource Center 
From 

The Honorable Luis Gutierrez 
Ranking Democratic Member 
Subcommittee <m Healffi 
House Committee on Veterans Affairs 
February 11, 1997 

Mr. Ford, you state on page 10 of your testimony that it is time to enlist the 
support of independent scientists and researchers to get to the bottom of 
Gulf War syndrome. 

Do you believe that it would be worthwhile for Congress to pursue 
legislation to authorize an independent, broad-based epidemiological study 
of Gulf War syndrome, the veterans it effects and their families? 

The answer to this question is without a doubt, yes. The American College Dictionary 
defines epidemic as “affecting at the same time a large number of persons in a locality, and 
spreading tram person to person, as a disease not permanently prevalent there.” And 
epidemiology as, “die branch of medicine dealing with epidemic diseases". We know that 
there are over 100,000 Gulf War veterans that have complained of illnesses connected with 
their service in the Gulf. This is 1 out of every 7 that were deployed. We know that these 
illnesses were not present before their deployment and are not statistically consistent with 
the general population as was shown in the lowa/CDC Study. And we know from 
testimony, ^t hand accoimts, and medical evidence that there is a transmissibility factor 
present, at least concerning close proximity family members. I have seen this in my own 
work with veterans and would estimate conservatively 10,000 to 20,000 family members to 
be ill, based on personal interviews combined with known statistical information. 

The reasons for research to be conducted independently of the DOD, VA and HHS are 
as follows. The Presidential Advisory Corrunittee on Persian Gulf War Veterans’ Illnesses 
in their final report found, 

“Among the subset of the Gulf War veteran population examined in die ongoing 
clinical and research programs, many veterans have illnesses likely to be connected 
to their service in the Gulf. Currently the extent of service connected illness in the 
population is unknown. ”(92) 

“VA’s examinafion program for spouses and children of Gulf War veterans has 
litde or no value as a research program. . .”(92) 

“IX>D and VA have not taken serious steps to encourage their principal 
investigators to convene and use public advisory committees for h’s Gulf War 
veterans' epidemiological health research. "(35) 

Therefore, as the DOD, VA and DHHS have not implemented the recommendations of 
die PAC, and those diat are responsible for oversi^t of these studies are the veiy 
individuals within these agencies whose credibility is in question, it is hi^ily unlikety that 
any credible or useful information will ever be derived from currently planned or on-going 
studies. It is also unlikely that the results of these studies will be made public without a 
great deal of pressure. However, it is likely as has been the case in the past, that DOD, VA 
and DHHS research will be conducted in a manner consistent with the past rix yeais. That 
is the blatant attempt to disprove the existence of this “syndrome” tmd to continue to evade 
the true scope and nature of this problem. The Gulf War veteran community will never 
accept die findings of any research conducted by these agencies unless these studies are 
peer-revKwed independent of the government, before, during and after, or conducted 
solely independent of any Federal agency. Sir, it is not only worthwhile for Congress to 
pursue this legislation, it is absohitely necessary. 
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Presidential Advisory Committee 
Questions for the Record from the Honorable Lane Evans 

1. How can the executive and legislative branches make better use of the lessons learned from 
Vietnam? 

The Advisory Committee made several recommendations to improve the government's ability to 
anticipate and avoid post-conflict health issues. First, the Committee recommended that a 
Presidential Review Directive (PRD) be issued to instruct the National Science and Technology 
Council (NSTC) to develop an interagency plan to address health preparedness for and 
readjustment of veterans and families after future conflicts and peacekeeping missions. The 
President's Committee of Advisors on Science and Technology and other nongovernmental experts, 
as appropriate, should be asked to review the plan 12 months after the PRD is issued and again at 
18 months to ensure national expertise is brought to bear on these issues. The NSTC's agenda 
should include the following recommendations for better communication, data, and services, which 
were developed during the Committee's evaluation of issues related to Gulf War veterans' illnesses. 

In the area of better communication, the Committee recommends that DOD and VA immediately 
develop and implement a comprehensive risk communication plan. This effort should move forarard 
in close cooperation with agencies that have a high degree of public trust and experience with risk 
communication, such as the Agency for Toxic Substances and Disease Registry and the National 
Institute for Occupational Safety and Health. The Committee also recommends that FDA solicit 
timely public and expert comment on any rule that permits waiver of informed consent for use of 
investigationai products in military exigencies. Among the areas that specifically should be revisited 
are: adequacy of disclosure to service personnel; adequacy of recordkeeping; long-term followup of 
individuals who receive investigational products; review by an institutional review board outside of 
DOD; and additional procedures to enhance understanding, oversight, and accountability. 

In the area of better data, the Committee identified problems related to missing medical records, 
the absence of baseline health data, inaccurate records of troop locations, and incomplete data on 
the health effects of what should have been viewed as reasonably anticipated risks. To help 
prevent similar problems in the future, we recommend that: 

• DOD officials at the highest echelons, including the Joint Chiefs of Staff and the 
Commanders in Chief, assign a high priority to dealing with the problem of lost or missing 
medical records. A computerized central database is important. Specialized databases 
must be compatible with the central database. Attention should be directed toward 
developing a mechanism for computerizing medical data in the field (including classified 
information, if and when it is needed). DOD and VA should adopt standardized 
recordkeeping to ensure continuity, 

• the Persian Gulf Veterans Coordinating Board and other appropriate departments and 
agencies be charged to develop a protocol to implement the following recommendation, 
which was made in the Committee's interim Report: Prior to any deployment, DOD should 
undertake a thorough health evaluation of a large sample of troops to enable better 
postdeployment medical epidemiology. Medical surveillance should be standardized for a 
core set of tests across all services, including timely postdeployment followup. 

• the government develop more accurate and reliable methods of recording troop locations to 
facilitate post-conflict health research. DOD should make full use of global positioning 
technologies. 

• the government plan for further research on possible long-term health effects of low-level 
exposure to organophosphoms nenre agents such as sarin, soman, or various pesticides, 
based on studies of groups with welkharacterized exposures, including: a) cases of U.S. 
workers exposed to organophosphorous pesticides; and b) civilians exposed to the chemical 
warfare agent sarin during the 1994 and 1995 terrorist attacks in Japan. Additional work 
should include followup and evaluation of an appropriate subset of any U.S. service 
personnel who are presumed to be exposed during the Gulf War. The government should 
begin by consulting with appropriate experts, both governmental and nongovernmental, on 
organophosphorus nerve agent effects. Studies of human populations with well- 
characterized exposures will be much more revealing than studies based on animal models, 
which should be given lower priority, 

• the government continue to collect and archive serum samples from U. S. service personnel 
when feasible. 

• research on possible causes and methods of prevention of excess mortality from external 
causes among veterans receives high priority. 

• the government consider methods for routinely sampling military populations regarding 
reproductive health so that an appropriate baseline exists for evaluating reproductive 
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outcomes following deployment. In particular, DOD should consult with the National Center 
for Health Statistics and strongly consider implementing its National Survey of Family 
Growth and related methodologies for collecting data. 

• the entire federal research portfolio place greater emphasis on basic and applied research 
on the physical effects of stress and on stress-related disorders. 

Finally, in the area of better serwces, the Committee recommends that the government conduct a 
thorough review of VA's policies concerning reproductive health and seek statutory authority to treat 
veterans and their families for service-connected problems. When indicated, genetic counseling 
should be provided— either via VA treatment facilities or referral— to assist veterans and their 
families who have reproductive concerns stemming from military service. We also recommend that 
the government continue to intensify efforts to develop stress reduction programs for all troops, with 
special emphasis on deployed troops. 


Presidential Advisory Committee 
Questions For the Record from the Honorable Luis Gutierrez 


1. Major Knox, Ihe President's Advisory Committee, as you state in your testimony, believes that stress 
is likely to be an important contributing factor in the range of illnesses currently being reported by Gulf War 
veterans. 

This may in fact be true. 

But, if stress or PTSD is an important factor in causing some PGWS related illnesses, is it your 
conclusion that Gulf War veterans still should qualify for ‘priority’ health care at VA hospitals? 

My fear v/ith this is that if stress becomes the common diagnosis, then our government mil divest its 
obligation to care for our veterans. 

We all know, and the President's Committee report descnbes, the health effects of stress. The health 
effects of stress are real, then can be debilitating and must be taken as sedousty as other causal risk factors. 

So, Major Knox, does the Committee conclude that our Gulf War veterans should receive the care 
and compensation they need, if stress is the most discernible causal factor? I think they should. 

Whether a veteran receives a stress-related — or non-stress related — diagnosis is immaterial to 
qualifying for priority care. The Advisory Committee clearty believes it is the government's obligation 
to ensure that veterans receive care and compensation for service-connected illnesses. 


2. Major Knox, as I am sure that you and the other members of the Committee are well aware, the 
Journal of the Amehcan Medical Association has published two studies that suggest a link between service in 
the Gulf War and a vahety of Gulf War illnesses. 

The University of Texas Study, cronducted by Dr. Haley, reveals that wartime exposure to 
combinations of chemicals, such as chemical nerve agents, flea collars, and anti-nerve gas pills among some 
Gulf War veterans were associated with chronic neurotoxic syndromes. 

These are important Tradings. 

What will your Committee do in the next nine months to address the new statistical evidence of an 
associatbn between environmental dsk factors and Gulf War syndrome related illnesses? It is obvious that 
we must examine this statistical evidence as thoroughly as possible. 

The Advisory Committee was aware of the general scope of the Texas studies, but the investigators 
did not release their results until after our report's release, and so Ihe Final Report does not present 
an analysis of these particular studies. However, Dr. Philip J. Landrigan, a member of Ihe 
Committee, did write an editorial about this work, with which we concur. Dr, Landrigan noted that 
the studies by Haley and his colleagues 'represent further important efforts to classify and 
categorize symptoms in Gulf War veterans." Still, the studies 'have limitations that substantially 
weaken the authors' strong conclusions." In this regard. Dr, Landrigan noted that the studies are on 
a single battalion, and hence not generalizable to the broader population of Gulf War veterans. 
Additionally, the low participation rate (41 percent) raises Ihe issue of selection bias, i.e., those who 
participated might be significantly different in certain important characteristics even when compared 
to other individuals who belonged to the battalion but who chose not to join the study. In fact, only 
43 percent of nonparticipants who were sunreyed reported serious health problems, whereas 70 
percent of participants did so. Dr. Landrigan further notes that virtually all information on illnesses is 
self-reported. Detailed clinical examinations were performed for just 23 symptomatic veterans. 
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which constKutes less than 4 percent of the battalion, and classic tests to confirm certain 
neurological damage were made on only 5 veterans. Another significant limitation is that all 
exposure data were self-reported, and the investigators made no effort to Independently or 
objectively verify exposures. In addition to Dr. Landrigan's review. Committee staff and other 
experts have noted that among the individuals who participated in neurological testing, neurologists 
and study investigators were unable to distinguish III veterans from "weir veterans based on clinical 
laboratory findings. In other words, the findings were nonspecific and not sufficient to diagnose a 
syndrome in an individual or any subgroup. 


3. Major Knox, your Committee's report explains that the Department of Defense does not test the health 
of our soldiers prior to their deploymertt in an active duty field of operations. 

I believe that in order for our government to prevent future post-Gulf War situations, we must think in 
the long-term by rigorously testing and recording data on our soldiers prior to their service overseas. If 
Congress must act to ensure that this is accomplished, then we should do so immediately. 

As the new ranking Democrat on the Subcommittee on Health, I feel strongly that Congress must 
work on legislative means to see that our soldiers never return from war with unexplainable illnesses again. 

Major Knox or Dr. Russell, what do you believe Congress can do to prevent future Gulf War crises? 

Please see the response to the question submitted by Representative Evans. 
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